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Disclaimer

These Guidelines are the result of a careful search of the medical, nursing, educational and legal
literat ure, two years of committee work, and a consensus conference of medical, nursing, (ducat tonal
and legal experts from around the United States. The recommendat ions contained in these Guidelines
reflect the best and most current medical, nut-sing, and educational advice t hat Project School ('are
could obtain.

While it is expected t hat t hese Guidelines will play a part in est ablishing standards fin- t he proper
care of children assisted by medical technology in the school setting, there is no guarantee that these
recommendations will he accepted by schools, courts or others. Each school system must make its
own determinations as to which recommmendations to follow and which to reject.

The Guidelines are written to assist school systems in est ai)lishing a safe environment for
children dependent on medical technology, conducive to receiving t he public Murat ion to which
they are entitled. These Guidelines, however, are just that. They do not stand alone, but must be
individually customized into a carefully developed health plan which takes into account the unique
needs and circumstances of each child, establishes a comprehensive training program, and involves
the child's primary health care provider, specialists who are knowledgeable about the child, the
child's parents, the school nurse, community health lwovi(lers and other medical and educational
professionals. lbget her this group can help establish a plan of care that best meets the child's
schooling needs and potentialities.

ti



Introduction

Wo exciting modern advances creati. the need for this book: one technical and I ot ter social.
As the knowledge base regarding chronic illness and physically disabling conditions has incrc ased.
so has the technical ability to substitute external support for internal functions, thereby greatly
enhancing the life chances of sick and disabled children. Perhaps as great an advance has occurred in
the societal commitment to ensure the quality of children's lives as well as their longevity. While those
innovations are truly positive, they bring with them substantial challenges, particularly for families
and communities.

Technical improvements are found t hroughout the fields of pediat ries and pediat ric surgery.
Some of the improvements are relatively mundane, such as the substitution of more flexible tubing
for less compliant rubber. Ot hers are astounding feats of reconstructive work, which have transfoli
hopeless situations into triumphs. Others have been the slow development of synergistic molt
plinary services in neonatal, medical and surgical IC Us, which have allowed children to get over
particularly difficult rough spots in the course of their illness. And still other improvements have
been due to the commitment of resources to develop new techniques for feeding, support of respiration,
and creative systems for the support of other body functions in children with functional disabilities.

All of these improvements are visible in any pediatric unit or children's hospital. A stroll through
the corridors acquaints the modern visitor with children being fed regularly through stomach tubes
and intravenous lines and pumps, with mothers carrying portable tankson their backs to supply
oxygen to their babies through neatly placed nasal tubes, which are worn comfortably and nat urally
by the children. Less apparent may he the fact that many of these children are receiving complex
medical treatments, such as infusions of specialized materials and medications or dialysis. All of these
highly technical procedures are now routine and available to most children.

The increased access to modern medical technology is now becoming visible in other ways as
well. Epidemiologists are beginning to document an increasing number of children dependent on
medical technology within society. No longer are very low hint h weight survivors of extremely
premature birt hs reported on a case by case basis. Such survival is now expect ed t o occur in t hirty t 0
forty percent of very low birth weight children. Mot eover the survival from many medical conditions
is increasing daily. Several such conditions are acute lymphocytic leukemia, cy-aic fibrosis and sickle
cell anemia. Bet ter care of the nutritional and physical needs of severely disabled youngsters has also
contributed significantly to their survival and increased presence in t he childhood population.

But besides a presence in hospital corridors and statistical reports, then. is a dramatic increase in
the involvement of these children and their families in the community and a response on the part of
the' community to try to meet their needs. Largely stimulated by parents and community organiza-
tions devoted to the affairs of handicapped citizens, major societal changes have occurred which
offer increasing hope for life fulfillment to children with chronic illnesses and disabling conditions.
Sect ion 504 of the Rehabilitation Act , P.L. 94-142 (the Educat ion for All landicaped Children Act )
and the recent Supreme ('Dirt decision, Vitro v. the Irri Indepc lidera School District. combine to
create a bulwark of rights for handicapped children: access to public buildings, access tO ed twat ion
and access to needed nursing services wit hin the school setting.

Three years ago a task force was formed in Massachusetts to explore t he community (and par
t icularly the school) response to t hese technical and societal developments. The task force identified
:1 number of areas of concern and published a report urging t he treat ion of bet ter systems to meet
the new needs posed by children dependent on medical technology. The group recognized t hat on a
national level there remains cont roversy reganling the full extent of nursing services t o be provided
in schools. They also acknowledged t lie financial and legal challenges inherent in t he provision of
community service. Finally I he pointed to the ininu'diale and set i()115 need for expert s in medicine,
nursing, education and law to take a long hard look at t he conuminity response to t he mandates.



Project School Care is a projeet of The Children's Ilosit at in Boston designed to address t he
mv(lival nursing recommend:It ions of t he task f( wive. The net was funded by t he Nat inal lust inu
on llisatnlity and Rehabilitation Research and 1ho I )ivision (. Maternal and Child Ilea It h Care to
create a set of guidelines for schools and community agencies tw w use to help pn 'mot he safe' and well
adapted functioning of children with chronic illness, physically disahling comfit ions and medical
dependency. The guidelines are just that They are not prescript ions: they are not pin wt ()cols. They
provide a basic struct uro for operations and suggested procedures, which are intended to help schools
and families as they develop individually customized programs for children addressing the unique
needs of the child and taking advantage of the particular resources available to the community.

These guidelines are presented in a loose-leaf binder with t he hull(' t hat the mat erials will be used
as resc mrces, photocopied and dist dialled as needed to appropriate personnel. We also expect that in
an evolving field, frequent revision will be called flu. and that we and those using the guidelines will
be adding and subtracting materials.

These guidelines are offered wit h t he sincere 111410 t hal t hPy %yin pre wide useful informal km and a
springboard for tlw creat ive and dedicated efforts of tilts(' families, schools and conniuniity agencies
who vw.rk so hard day in and day out 1 (w turn he advances iechnology and societal commitment
into I he !vain y of meaningful lives I.( ay t he children.

July 7. 1989

111

Judit h S. Palfrey. M.D.
I )irector
Project School Care
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PROJECT SCI1011. CARE --l'IDELIN ES FM: cAutE

Follow-up and Training

once t he initial phase of t raining and planning is complyt ('(I. it is essent ial t hat t he Beall h Care
Plan and caregivers' skills he evaluated regularly.

The Individualized Educat ion Plan and t he Heals h ('are Plan should he reviewed yearly. Based on
t he child's condit ion, t he reassessment of 1 lw I lealt h Care Plan may need to be done more frequent ly.

After one month, it is important to assess the child's adaptation to school and the school's accom-
modation to the child.

Home/Hospital Arrangements
Occasionally it may not he in I he student 's best interest to be in a group setting such as school.

While this is rare, some children assisted by medical technology may have serious or unstable medical
condit ions. In such a case, decisions regarding school attendance should be made by a team consisting
of the child's parent s guardian, primary care physician, pert went medical specialists, the school
health coordinator and the educational coordinator.

If it is recommended that the child not at tend school, every effort should he made to continue t he
child's educational services in an alternate setting (home or hospital) at the level the child can toler-
ate. Contact with other children should he encouraged through visitation, telephone calls, etc. The
child's status must 1w regularly reassessed and school attendance reconsidered if the child's medical
condition permits.
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1)10.1ECT SC11( 11.('AI{E-(it '11 )E N Eti F( /It CARE

Universal Precautions and Infection Control

In response to the increase in hepatitis B and human immunodeficiency virus (IIIV) infections,
the Centers for Disease Control have recommended "universal blood and body-fluid precautions."
These measures are intended to prevent transmission. of these and other infections, as well as to
decrease the risk of exposure for care-providers and students. As it is currently not possible to
identify all infected individuals, these precautions must be used with every student, regardless of
their medical diagnosis.

Universal precautions pertain to blood and body fluids containing blood, cerebrospinal fluid,
synovial fluid, vaginal secretions, semen, and pericardial fluid. These precautions do not apply to
other body products such as saliva, sputum, feces, tears, nasal secretions, vomitus and urine unless
blood is visible in the material. However, these other fluids and body wastes can be sources of other
infections and should be handled as if they are infectious.

The single most. important step in preventing exposure to and transmission of any infection is
anticipating potential contact with infectious materials in routine as well as emergency situations.
Based on the type of possible contact, the care-giver should be prepared to use the appropriate
precautions and techniques prior to providing care. Diligent. and proper hand washing, the use of
barriers, appropriate disposal of waste products and needles, and proper decontamination of spills
are essential techniques of infection control. Using common sense in the application of these
measures will enhance protection of both the care-giver and the student.

Hand Washing

Proper hand washing is crucial t.o preventing the spread of infection. Textured jewelry on the
hands or wrists (such as rings with stones) should be removed prior to washing and kept off until
completion of the care procedure and hands are rewashed. Use of running water, lathering with soap
and using friction to clean all surfaces of remaining jewelry and hands is key. Rinse well with running
water and dry hands with paper towels. If soap and water are unavailable, wet t owelett es or
"Nandi- wipes" may be used,

hands should be washed before physical contact wit h student and after the contact is
completed.

hands should he washed after contact with any used equipment .

If hands (or other skin) become soiled with blood or body fluids, t hey should be washed
immediately before touching anything else.

hands should he washed whether gloves are worn or not and after gloves are removed.

Barriers
Barriers include disposable gloves, project ive eye wear, masks and gowns. The use of a barrier is

intended to reduce the risk of contact with blood and body fluids for the care-giveras well as to)
control the spread of infectious agents from student to student . It is essential that appropriate
barriers he used when contact with potentially infectious material is possible.

Gloves should he worn when direct care of the student may involve contact with h blood or body
fluids. For infection control, it is reconum.qled that gloves be worn as well for cont act with urine.
feces and respiratory secretions. Gloves should be disposed of after each use and not reused.

Gloves should be worn when ('hanging a diaper or cat het erizi lig a St ()dent .

Gloves should be worn when changing dressings or sanit ary napkins.
(;loves should he worn when providing mouth, tow or tracheal care.
Gloves should he worn if the care-giver has broken skin on the hands (even around the nails).
( ;loves should be worn when cleaning up spills of blood (e.g.. nosebleeds) or body fluids and
wastes, and soiled supplies.
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Gowns or aprons may be worn to protect the care-giver's clothing if spattering of body fluids is
possible. The apron or gown should be laundered or disposed of after each care session and should
not be reused. In addit ion, prof eel ive eye wear and masks should 1w worn if splashing of body fluids
is likely to occur (such as mout h suctioning or a coughing student ).

('hux or other waterproof barriers should he used to cover any work surfaces if drainage or
splashing with blood or body fluids is possible. The barrier should he disposed of after each care
session and should not be reused.

In the event CPR is needed, a disposable mask with a one-way valve may be used. If t his is
unavailable, gauze or some other porous material can be placed over the 1110111 h and mut h-to-mouth
resuscitation given.

Disposal of Waste

All used or contaminated supplies (including gloves and other barriers)except for syringes,
needles and other sharp implementsshould be placed n a plastic bag which is then sealed. This bag
should be placed in a second plastic bag which is also sealed. The double-bagged waste can then he
thrown in the garbage, out of the reach of children or animals.

Needles, syringes and other sharp objects should be placed in a metal or other puncture -proof
container immediately after use. To reduce the risk of an accidental needle stick or cut, needles
should not be recapped, bent or removed from the syringe before disposal. Once it is full, the
container should he sealed, double bagged and then disposed of in the garbage away from the reach
of children.

13( )(lily wastes such as urine, vomit us or feces should be disposed of in the toilet.

Clean-up

Spills of blood and body fluid:, t hat are covered under universal precmit ions should be cleaned up
immediately. The ('I1(' met hod is as follows:

Wear gloves.

Mop up the spill with paper towels or other absorbent material.
Using a solution of one part household bleach (sodium hypochlorit e) in ten parts of water, wash
the area well.

Dispose of gloves, soiled towels and other waste in a sealed double plastic bag in the garbage as
outlined above.

Routine enviro- +mental clean-up of facilities (such as the health room and bathrooms) does not
require any modification unless committal ion with blood or body fluid, covewd under universal
prvcaut ions should occur. If so, the area should he decontaminated using the procedure outlined
above. Regular cleaning of non-contaminated surfaces such as toilet seats and table tops can be done
with the standard cleaning solution already used or the bleach solution out lined above. Regular
cleaning and removal of obvious soil is more effective t ban extraordinary at tempts to disinfect or
sterilize surfaces.

Laundry

Whenever possible, disposable barriers should be used, if contaminathm wit h body fluids or
blood is possible. If sheets, towels or clot ling do become soiled, they should be handled as little as
possible. Wash wit 11 hot water and detergent for at least 2 minutes. Cool water washing is also
acceptable if an appropriate detergent is used for the water temper:it tire.

Accidental Exposure

Accidental exosure to blood, holy product s or body places the exposed individual at risk
of infect ion. This risk varies depending on t he type of body fluid (lood vs. respiratory vs. feces). !'..e
type of infect i011 (salmonella vs. HIV) and t he integrity 1)f the t hat is contaminated,
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Always wash the contaminated area immediately with soap and water.
If a mucous membrane splash (eye or mouth) or contamination of broken skin occurs. irrigate
or wash the area thoroughly.
If a cut or needle stick Injury occurs, wash the area thoroughly with soap and water.

In those instances where broken skin, mucous membrane or needle stick exposures occur, the
care-giver should document the incident. The student's parent or guardian should also be notified.
The person who had the exposure should contact his or her physician for furt her care as outlined by
the CDC recommendations.

Pregnant Women

Pregnant women are at no higher risk of infection thnt: other care-providers, as long as appro-
priate precautions are observed. However, due to the possibility of in utero transmission of viral
infections such as cytomegalovirus (CMV) or HIV, as well as the potential for adverse outcomes with
these congenitally acquired infections, pregnant. women should he especial(, careful to observe
universal precautions.

Further information regarding universal precautions and infection control is available from the
local Public Health Department and in references at the end of this section.
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(Health Care ('o(rdloati,r)

(Edut ('oi adulator)

Health Care Plan Checklist

Student Information:
1110/1110

(Name) (Hirt tidal e)

(Parent (;uardian)

Mother (
(Home)

Father (
(Home)

(Achlri.ss)

(Work)

(Work)

(School) (Grade)

Preparation for Entry:

El Home Visit

Medical History

El Planning Meetings

El Staff Training Meetings

71 Educational learn Meeting

(I)ate)

(Date)

(Date)

(Date)

(Date)

(Date)

(ate)

(Date)

(Date)

Health Care Plan:
Child-Specific Care-giver

Doctor's Order Training (Skills Checklist )
(bate) (ate)

Child-Specific
Procedural Guidelines Next Training Review

Emergency Plan

(bate)

health ('are Plan Included
in IEP:

(Date)

(Dop) (Rm)

Health Care Plan
Included in Child's Record:

(Date)
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Name Date

Important Personnel

Primary llealth Care Providers 11.1ephone Number

School Contacts

Direct Cara - Givers

Substitute Care-Givers

Back-up Staff

Child-Specific Training Done By

General Staff Training Done By

29

Training
Child-Specifi General

( Dat 4 1

( Rd 4



Brief Medical Ilistory:

Pitt ).11.2( "I' sc11( )1,("AUE(;1 II )ELINTs PoR CAltE

Name Date

Background Information

Special !Walt It Care Needs of t he Child:

Baseline St at its:

Niedicat ion:

Diet :

"fransport a ion Needs:

23
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Procedure:

Name Date

Frequency: Times:

Posit ion Of st mien' (luring procedure:

Ability of the student to assist perform procedure:

Suggest ('(1 sett ing for procedure:

Equipment :

Emergency

Checked by: Checked hy:

Storage: Storage:

'Maintenance: Niaintenance

I lorne Care Co: Phone:

Child -specific techniques and helpful hints:

Special cons,derat ions auCi preci in ions:

9,1
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Name Date

Possible Problems

)bservat 11 )n

....11.1MIR,
-r

Reason Act ion

.-t

4-

4

1

-4

4

25
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Health Care Plan:

Written and Submitted liy:

Rex-iewed and Signed Hy:

Parent Utmrdian
Student

Administrator:

Physician:

I \ ( I (al )

Inc I ( Da I

( N a ( kit )

N Inc

Next Review and Revision of health Care Plan:

Date:

Health Care Plan should he revised iccording In child's specific neds.

I (at )

( I (at t )

21;
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Emergency Information

Name I3irt Mat e

Address. Telephone

Mot her'

Flat her:

Other contact:

1111.1111MIMMI.1..11.==10'
Emergency Numbers:

NN'ork: Home:

Work: I lome:

Motu-

EMT: Telephone

Fire. Telephone

Police Telephone

Home Care Co.: Thleplione

Ambulance: Telephone

Gas Co.: Telephone

Electric. Telephone

Preferred Hospital:

Telephone

Local Hospital Emergency Room:

Telephone

Primary
Physician: Telephone

Dentist : Telephone

Specialists:

27
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Telephone

Telephone
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Emergency Plan

Child-Specific Emergencies:

Name:

Date:

If an emergency occurs:

1. Stay with child.

9 Call or designate someone t o call the nurse.

State who you are:

State where you are:

State problem:

:3. The school nurse will assess the dtild and decide whether t he emergency plan stmuld

iniplement ed.

4. If the school nurse is unavailable, the following staff members are trained to deal with h an

emergency, and to initiate the emergency plan:

25



Name:

Emergency Telephone Procedure:

1. Dial 911 and 'or designated ambulance company.

1)10.11.:(7SC110( 1.( IZE--(1111)ELINES P( )1? CARE

2. State who you are"1 am a nurse. teacher

paraprofessional in the school.-

:3. State where you are:

School name:

Address:

City:

4. State what is wrong with child.

5. Give specific directions: (e.g., which school entrance should be used, location of child).

6. Don't hang up. Ask for the informal ion to be repeated and provide any of her necessary

information. Hang up when all information has been received and is correct.

7. Notify:

a. School principal ()I sclul official in charge of tiw building at that time

b. School back -tip personnel

State:

Emergency plan for

The tit udent is located

S. The school official will:

a. Meet the EMTs.

b. Direct EMTs to t he emergency area.

c. Call parents tin(' other necessary individuals (including physiian).

is in effect .

An adult should he designated 10 accompany llte child in the amhillanc.

Hospital 1 hat the child should he 1 ranspt lied to
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Name _

Procedures _

Parent

Daily Log

_ School

Phone

Date/Time I Procedure Notes Observations Name

fi

4
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Physician's Order
for Specialized Health Care Procedure

Student 's Name
Address:

Procedure:

Birthdate:

Li I have reviewed the health ('are Plan and approve of it ati written.

Li I have reviewed the Health ('are Plan and approve of it trvith the attached amendments.

Li I do not approve of the I lealt h ('are Man. A substitute plan is at tached.

Other recommendations:

I hi rat loll of t lie i3rocedure:

PhysiCialls Signal ure:

Address:

116MillW

Jai(' 1

Dat e:

Phone:

Adapted with permission from Pupil Personnel Services. Recommended Practices and Procedures Manual. State Board of Educatio..7. 1983
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Parent Authorization for Specialized Health Care

We (I), the undersigned, who are the parent~- guardians of

(Name) (Iiirthdate)

request that the following health care service(s)

be administered to our child. We understand that a qualified designated person(s) will be performing

the above -anent Toned health care service. It is our understanding that in performing this service, the

designated person(s) will be using a standardized procedure which has been approved by our physician.

(Name) (Address)

We will notify the school immediately if the health status of

(Phone)

changes, we change physicians, or there is a change or cancellation of the procedure.

We understand that the above procedure should be scheduled before or after school hours whenever

possible.

Signature of parents guardians

Address:

Phone: ((tome)

Date:

(Work)

Adapted with permission from: Pupil Personnel Services. Recommended Practices and Pro'coVres Manual. Illinois State Department of Education. 1983
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Gastrointestinal System

Structure and Function
The gastrointestinal system breaks down food into basic nutrients that can feed t he cells

of the body. Functionally, the gastrointestinal tract is divided into two partsupper and
lower.

The upper gastrointestinal t met is where digest ion and absorpt ion of most of the nutrients
occurs. The mouth, throat, esophagus, stomach and small intest Me are components of this part
of the digestive tract.

The mouth is where processing of food starts. Chewing is important because digestion is
more effective with smaller particles. The food is swallowed and passes t hrough t he throat , t hen
through the esophagus.

The esophagus is a straight tube about ten inches in length. It descends from the base of the
throat behind the trachea to the stomach.

The stomach is a curved pouch-like organ t hat is located under the diaphragm in the upper
left portion of the abdomen. The stomach partially digests food and regulates passage of food to
the rest. of the gastrointestinal tract.

The small intestine is approximately 12 feet long. The duodenum, jejunum and ileum are
parts of the small intestine. Food passes from the stomach through the small intestine, where
most digestion and absorption of nutrients
takes place.

The lower gastrointestinal tract consists
of the large intestine. This is where water
is reabsorbed and undigested food is con-
solidated into fecal waste.

The large intestine extends from 1 he
Trachea _end of the small intestine to the rectum. Esophagus

The anus is the opening to the outside of
t he body.

Function
Digest ion takes place in two ways:

Mechanical: chewing and st omah
cont Tact ions break
down food.

Chemical: food is broken down
by digestive acids and
enzymes.

The digest ed food is absorbed 1 hr( nigh
the lining of the intestine and then ent ers
t he 140 HalSt Wain Where it is carried
the cells.

Stomach

Large
Intestine

Small
Intestine
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Gastrostomy Tube

Purpose
A gastrostomy is a surgical opening into the stomach through t he surface of t he abdomen.
The gastrostomy tube is a flexible rubber catheter held in place by a balloon or a widened flat

"mushroom" at the tip of the tube inside the stomach. The tube remains in place at all times and is
clamped between feedings to prevent leakage of stomach contents. G-t ubes cause no discomfort.

The gastrostomy tube may be used to administer food and fluids directly into the stomach. This
method is used to bypass the usual route of feeding by mouth when:

There is an obstruction of the esophagus (food pipe).
Swallowing is impaired and the child is at risk for choking ion.

The child has difficulty taking enough food by mouth to maintain adequate nutrition.

A child may receive a gastros-
tomy tube feeding by either bolus,
continuous or slow-drip method.
A bolus is a specific amount. of
feeding given at one time (over
20-30 minutes). A slow drip is a
feeding that is given slowly over
a number of hours, running
continuously.

The gastrostomy tube may

(required. 7)

also be used to drain abdominal
contents or to release air or gas
in conditions where venting is

Abdominal Wall

Gastrostomy Tube

Suggested Settings
There are no restrictions where the child may he fed. lle or she may be fed with other children

or, if the child prefers, in 1 he health room. Some children receive feedings every 2-3 In airs. These
children may have their feeding administered in the classroom. They will need to remain stationary
and should be able to continue sedentary school activities, e.g., reading, art , singing, computer, social
studies.

Some children will not require feedings during t he school hours. Their (i-t ubes are used to
supplement oral intake of food and fluids or are used when t he child is ill or when oral int ake is not
adequate.

For children whose gastrostomy tube requires venting or drainage, the procedures should he done
in the health room or another private area. These procedures may he done after each feeding or
according to physician's orders.

Gastrostomy tubes are usually covered by clot hind;. Children wit h taws slit mid he able t 0
participate in all school activities, but participation in physical education should be determined on an
individual basis.
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Suggested Personnel and Training

A gastrostomy feeding may be administered by the school nurse. parent , teacher, student aide, or-
other staff person with proven competency-based training in appropriate techniques and problem
management. The student should be encouraged to assist with the gastrostomy tube feeding as much
as possible.

School personnel with regular contact with rt student who has a gastrostomy tube should receive
general training, covering the child's specific hclth care needs and potential problems, as well as how
to obtain assistance should problems occur.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines specific procedures step-by-step.
Once the procedures have been mastered, the completed checklist serves a.s documentation of
training.

The Health Care Plan: Issues for Special Consideration

Each student 's Health Care Plan must be tailored to the individual's needs. The following section
covers the procedure for gastrostomy tube care and possible problems and emergencies that may
arise. It is essential to review it before writing the Health Care Plan.

A sample Health Care Plan is included in the I.Tseful Documents section of this manual. It may be
copied and used to develop a plan for each student. For a child with a gastrostomy tube, the following
items should receive particular attention:

The type of feeding the child is receiving (bolus/continuous drip).
Activity level after feeding.
Positioning during and after feeding.
The need for determination of gastric residuals.
The need for venting of the gastrostwny tube.

'latency of gastrostomy tract and time-frame for re-insertion should the gastrostomy tube
fall out..

Typical problems with feeding, such as vomiting Or abdominal distention.
Amount of oral intake.

34
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Procedure for Gastrostomy FeedingBolus Method

Procedure
I. Wash hands.

2. Assemble equipment :

Points to Remember

Liquid
Feeding
Solution

Syringe Plug or Clamp Water

Liquid feeding solution formula at room
temperature
60 ml or cc catheter-tipped syringe or of her
container for feeding
Clamp or cap for end of tube (opt ionill)
Water (if prescribed)

Rubber bands and safety pins

Explain the procedure to the child at his her
level of understanding. Encourage the st-
dent to participate as much as possible.

4. Posit ion child.

5. Remove cap or plug from (i-tube and insert a
cat heter-t ipped syringe into t be end of feed-
ing t ube.

6, Unclamp the tubing and gently' draw hack on
the plunger to remove any liquid or medica-
tion that may he left in the st ()mach (residuals),

7. Clamp t he gastrostoiny t ubing. disconnect
the syringe and remove plunger from
syringe.

8. Reinsert cat hem er tip of syringe into tithing.

54. *ncliip tube, allo%V bubbles to escape.

35

Rubber Bands
and
Safety Pins

Some eh &Ivor get cram ps the.fred ng sol u-
1 ion is too ('01(1.

Usvd 10.17 nsh tubiuq atterjeed

710 sernlY' G-t Ow to cloth i rig.

By encon mgi oil the eh ild to assist i 11 the 111

1/11' ea re-gi vet- is helping the eh to
lei (' maxi m m self -co re sk il /s.

l Ylihitaybcsiltinilorlj/in!'on right side with
head elevated at a th rt y doree angle. liVhen
posit ion ing eh ad, make sure ela p is not
pressittg skin. Tabi ng 11iu11 be pin ned to
sh rt. Remember to unpin 6 -tube hoinv pro
ceed; lig 11'1'1 h feed; g.

G-1 'the is still clamped. Ifi) trot apply rouble
!met fun or (111 gastrostmny IN11i1NJ.

SflItiediiiiirC)11110111 ileCfl to /Mr(' esidnal.s
checked. Note 'lie a mon nt that was withd ra len
,from theleed I illy' wl ref rii the contents
to the stomach (0'w-del-cf.!). 11djits1
volume (tecerdi lig to (filrfOr'S orders resid-
noi is presetit, 11. 11,1, 'vs .gruttici. Mu 11
recommended, hol(l.fivil ilrg lot it th y
roil yfi re m i mites (1 i rc-clierk.

Sr/ring(' should bc hchl si.t. Itritr.N(Ibm'y IcCel
S10111(141, 01(11 illY'Scribcd
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Procedure for Gastrostomy FeedingSlow Drip Method
or Continuous Feeding by Pump

Procedure
I. Wash hands.
2. Assemble equipment:

Points to Remember

Liquid IV Stand Clamp
Feeding Syringe with or
Solution Pump Plug

Liquid feeding solut ion formula at room
temperature

60 ml or ('c catheter tipped syringe
Feeding pump (optional)

IV sto .)tional)

Clamp 01 cap for end of t uhe (opt ional)

Water (if prescribed)
Feeding bag

Rubber hands and safety pins

3. Explain the procedure to the child at his her
level of understanding. Encourage the st u-
dent to part icipat e as much as possible.

4. Position child.

5. Remove cap or plug from (T -t uhe and insert a
catheter tip syringe into ) t he end of feeding
tube.

tTnclamp the tubing and gently draw hack
on the plunger to remove any liquid or
medical ion that may he left in the stomach
(residuals).

7. Chum) the gas t rost nny tubing. Disconnect
the syringe.

H. Pour feeding fluids into feeding hag, run
feeding t hrough hag and t ubing to t he t ip.
Clamp.

37

Water Feeding
Bag

Rubber Bands
and
Safety Pins

,Some children ma y get era nips iftil
sol alio?, is too cold.

l'sed to.17 ash t urterfred i

S('('110) G-111 be to (*Wei ng.

By cneouragi ng the ch ild to assist i u the pro
('('(lure, the caregi rer is hel pi ng the eh lb/ to
ach ice(' marlin ant self-ca SNIIS.

Ch ild may be si It i or lyi ng On right side with
head elevated (11 (1 th y degree a WIWI(
p0Sii lotting ch ild, make sure clam p is not
pressing on skin. Remember to n 11 pin 1 ri

nni rty jell! i

G-1 Ow is.st ill clam fwd. 110 not a ppl y u mine
Met i011 Mai Olt MIS, r0S10111 i 11 bi

Note the amou nt that leas leithdiynci, from the
keding tube a nd ret urn the contents to the
stomach (if ordered). Adjust theli,edi me
accord i lig to doctor .'s orders if a res idua 1 is
present. If the residual is greater than recom-
mended, hold fredi lig, trait th rty yfi re

i utes nd re-check. Some ch ildren may not
1l('('(/ to 11(1 t'(' residuals checked.

Il med icat ion is prescribed. lid m 111 /sic,- 10)re
jeedi
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9. 1Iang bag on pile at height required to
achieve pres;Tibed flow. If a feeding pump
is used. place tubing into pump mechanism
and set for limper flow rate.

1. Insert tip of feeding bag tube into gastros-
tomy t uhe; tape securely. 17nclamp G-tube.

11. Open clamp of feeding bag tubing and ad-
just until drips flow at prescribed rate.

12. Kir continuous feeding with pump. add
more fluid to hag when empty.

13. When single feeding is completed (hag
empty), clamp feeding bag tubing and
clamp G-t uhe.

* * *BE ALERT TO ANY UNUSUAL
CHANGES IN THE CHILD'S TOLER-
ANCE OF THE FEEDING. NAUSEA/
VOMITING, CRAMPING, OR DIARRHEA
MAY INDICATE THAT THE FEEDING
IS IFING GIVEN TOO QUICKLY OR
I ' vIULA TOO COLD. * * *

14. Disconnect feeding hag from G-tube.

15. Cnclamp U-tube and flush with water if
ordered, using a syringe.

16. Vent U -tube if indicated. (Open G-t ube
to air)

17. Clamp and cap U- tube.

18. Apply dressing if needed, using universal
precaut ions. (See page 17.)

19. Make sure tithing is secure and tucked
inside clothing. Tubing may be pinned
to shirt .

20. Wash feeding bag, I tibing, and syringe in
soapy water and store in a clean area

21. Wash hands.

Refer t o child-specific guidelines regarding
act ivit y after feeding.

23. Docutnent feeding and or medication. resid- Report to putrid (toy (butyl(' Ch ihrS 11St1(11
ual volumes and feeding tolerance in log. t

School act rit les 11U?/ eon, i row ri ng feed ng
as long as the di i Id is sedentary.

Du not apply/ 11 mine tract gastrostom y
tubing.

Pig 1)11ili 1) is twin', open clamp complete!
rheCk .17011' periodical' y and aqiust if needed.

771 is cleritN the

,S'o me children

t Jibing qf an yfredi n11)7 tt id.

ni a y ha re gas otherwise.

Rubber Band Clamp Plug

RI 'Meta ber ithr lig SI! t .

770C feCdi y be dismn pulled while the
('h IN is h('i 1K) transported to a fr um the

/tool pro,gra

:38 I' 1
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Possible Problems That Require Immediate Attention

Observations Reason/Action

Color changes, breathing difficulty 77 is may be due to asp i rat ion orteeding into
lungs.

Stop fi,ed ing immed iatel y ('all nurse if not
present. Assess situation. If problem continues,
inst it emergency pla nand not ify parents.

Possible Problems That Are Not Emergencies

Observations Reason /Action

Nausea and/or cramping

Vomiting

Blocked gastrost omy tubing

Bleeding drainage

G-t tine falls out

:30

Check rate qrfeeding; may need to decrease
rate.

Cheek temperat lire; may be too coldstop feed-
ing; let.feeding get to room temperature, then
administer. If problem continues, notify school
nurse, parent amt. doctor

1.11/014 have checked all cif the above, stop,fecd-
i ng, call school nurse, parent and doctor.
Rem olle residual if ordered.

May be due to i nadequa te ush i ng or .very thick
fluid. Squeeze or roll gastrostom y tubing with
fingers .moving slowly down toward child'
stomach. Try (1 catheter-tipped syringe filled
with warm water, held high to facilitate mol,e-
men t (f.flu id. Try to draw bark plunger of
stinge. If blockage remains, contact parents.

Alake sure tubing is not being pulled on. (.' heck
,gastrostom y tube sit(' for leakage.

In some ch ildwn whose t ract y close quickly,
the (; -tube mar/ need to be winserted with in 1
holt rs.

cer the site with dry dressing or large &lud-
o id. Notify parents.
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General Information Sheet
Children with Gastrostomy Tubes

I )ear (-rea(her, lunch aide. bus driver, etc.):

(St Intent) has a condition t hat requires a
gastrostomy tube. This is a simple and safe way of giving food medicines and fluids directly into t he
st munch, because t he (1111(1 is unable to take these by mouth.

The gastrostomy is a surgical opening into the stomach. A flexible rubber tube (the gastrostomy
t ube) is put into the surgical opening. It is held in place from the inside of the stomach, as well as on
the outside, at all tinges, The t ube is clamped or capped between feedings to prevent leakage. These
ubes do not normally cause the child discomfort and are covered by clothing.

The child may receive feedings or medication through the gastrostomy tube as needed during the
school day in the classroom, the lunchroom or the health office. Unless he or she has a coedit ion that
otherwise would interfere with participation in physical education or other activities, there is no
reason why he or she cannot participate fully. Special consideration may he needed, however, for
field t rips or other activities when the child may not be able to receive a regularly scheduled feeding.

If the child has any problems wit.h his 'her gastrostomy tube, contact :

These staff members have been trained to deal with any problems that may arise with this child.

1..'( )1. more infi mutat ion about gast rost only tubes, or the student's needs. consult the school nurse
or parent .

.40
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Gastrostomy Feeding Button

Purpose
The gastrostomy is a surgical opening into the stomach through the surface of the abdomen. The

gastrostomy feeding button is a "T" shaped plastic device held in place by a mushroom-shaped dome
inside the stomach. The button remains in place at all times and is capped by an attached safety plug
between feedings. In addition, the dome has an anti-reflux valve to further prevent leakage of
stomach contents. A feeding is administered by inserting a small tube through the button into the
stomach. When the feeding is completed the tube is removed and the safety plug closed.

The gastrostomy may he used to administer food and fluids directly into the stomach. This
method is used to bypass the usual route of feeding by mouth when:

There is an obstruction of the esophagus (food pipe).
Swallowing is impaired and the child is at risk for choking /aspiration.
The child has difficulty taking enough food by mouth to maintain adequate nutrition.

A child may receive a gpstrostomy button feeding by either bolus, continuous or slow-drip
method. A bolus is a specific amount of feeding given at one time (over 20-30 minutes). A slow drip is
a feeding that is given slowly over a number of hours, running continuously.

The gastrostomy button may also be used to drain abdominal contents or to release air or gas in
conditions where venting is required. This is done by inserting a special adaptor or tube to open the
anti-reflux valve.

Suggested Settings
There are no restrictions where the child

may be fed. fie or she may be fed with other
children or, if the child prefers, in the health
room. Some children receive feedings every 2-3
hours. These children may have their feeding
administered in the classroom. They will need
to remain stationary and should be able to con-
tinue sedentary school activiti,.s, e.g., reading,
art, singing, computer, social studies.

Some children will not require feedings
during the school hours. Their buttons are used
to supplement oral intake of food and fluids or
are used when the child is ill or when oral in-
take is not adequate.

For children whose gastrostomy button
requires venting or drainage, the procedures
should be done in the health room or another
private area. These procedures may be done
after each feeding or according to physician's
orders.

Gastrostomy buttons are usually covered by
clothing. Children with these devices should he
able to participate in all school activities, but
participation in physical education should he
determined on an individual basis.
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Suggested Personnel and Training

A gastrostomy feeding may be adniinistered by the school nurse. pawnt , teacher, student aide, or
other staff person with proven competency-based training in appropriate techniques and problem
management. Any school personnel who have regular contact with a student who has a gast rust omy
feeding button must receive general training, covering the child's specific healt h care needs, as well
as how to obtain assistance if problems should occur.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines specific procedures step-by-step
Once the procedures have been mastered, the completed checklist serves as documentation of
training.

The Health Care Plan: Issues for Special Consideration

Each student 's Ihealth ('are Plan must be tailored to the individual's needs. The following sect ion
covers the procedure for gastrostomy button care and possible problems and emergencies that may
arise. It is essential to review it before writing the child-specific procedural guidelines and the Health
Care Plan.

A sample Ilealth Care Plan is included in the Useful Documents sect ion of t his manual. It may
be copied and used to develop a plan for each student. For a child with a gastrostomy button, the
following items should receive particular attention:

Type of feeding child is receiving (bolus. continuous. slow-drip).

Activity level after feeding.

Positioning during and after feeding.
The need to determine gastric residuals.
The need to vent the gastrostomy but ton.
Pat ency of the gast rostomy t met and time -frame for re- insert ion of the but ton should it
fall out .

Typical problems with feeding, such as vomiting or abdominal dist ent ion.
Amount of oral intake.
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Gastrostomy Button Feeding ProcedureBolus Method

Procedure
1. Wash hands.

2. Assemble equipment:

Points to Remember

Liquid
Feeding
Solution

Syringe Feeding
Bag

Liquid feeding solution/formula at room
temperature
60 ml or cc catheter-tipped syringe or other
container for feeding (e.g., bottle, bag)
Adaptor with tubing and clamp

Water (if prescribed)

3. Explain the procedure to the child at his her
level of understanding. Encourage the child
to participate as much as possible.

4. Position child.

5. Remove plunger from syringe and attach t he
adapt or to feeding syringe.

6. ()pen safety plug from button and insert
tubing o button.

7. (lamp or pinch off tubing.

8. Pour feeding into syringe.

9. Elevate syringe and unclamp 'thing.

11%Tubing, Water
Adaptor
and Clamp

Some children get (Tamps it' thefeedi sol
t ion is too cold.

The adaptor will vary with the sire of the
button.

t 'Ned to.flush tubing alter jeedi ng.

By eneouragi ng the child to assist in the proce-
dure, the care-girer is helping the child to
achieve maximum selfea re skills.

Child may be sitting or lying on right side with
head elevated at a th.irt y *pre a twit,.

Stomach

Adaptor
Tubing

//' medico/ imis (ire prescribcd, a(fin is/cr./71N/,
'hen proceed with feeding. 101110(11er t ype
container is nsed.lOrfccding solid ion, unlamp
t lig a ml allow to.17(ne in by gra rit y.

Uge Should be held inches above level of
stomach, or at prescribed

43 ,
I I)



PROJECT Sull( )01, CAREGUIDELINES 100R CARE

1(1. Continue to pour feeding into syringe as
contents empty into stomach.

11. Ittise or lower syringe or container to Ansi
flow to the prescribed rate.

12. Flush button with water. if ordered.

13. When feeding is complet e, remove t he
adaptor with feeding syringe.

14. ('lose safety plug.

15. ash hands.

hi. Refer t0 child-specific guidelines regarding
act ivit y after feeding. Safety Plug

Depend log on the age a nil ca 'tuba t ies (g. the
(.11 ad. ha re him her (1551.51 with thefl'edi ng by
holding syringe or pat ri wilt, id into it. Kep
syri lige pa rt ia 11 y l illed to prevent i
etiteri try sit 'mock.

* * *BE ALERT TO ANY UNUSUAL
CHANGES IN THE CHILD'S TOLERANCE
OF THE FEEDING. NAUSEA/VOMITING,
CRAMPING OR DIARRHEA MAY INDICATE
THAT THE FEEDING IS BEING GIVEN TOO
QUICKLY OR FORMULA IS TOO COLD * * *

Th is will (*lir button glfeedi Hy and
medication.

61ra4h catheter-t pped syringe. a tid tuhirrll with
1111 1111 ter (1 II Of in s011p SiOl'e frr dell II
111Va.

44



ITI).11,;("1. SI 1111111 , kliE -1;1 IDELINES 1:01,t Nli

Procedure for Gastrostomy Button FeedingSlow Drip or
Continuous Feeding By Pump

Procedure
1. Wash hands.
). Assemble equipment

Points to Remember

Liquid
Feeding
Solution

Syringe Feeding
Bag

Liquid feeding solution formula at room
temperature
60 ml or cc catheter-tipped syringe
Feeding pump (optional)

IV stand (optional)

Adaptor with tubing and clamp

Water (if prescribed)

Feeding bag

:3. Explain the procedure to the child at his her
level of understanding. Encourage the child
to participate as much as possible.

4. Position child.

5. At t he adaptor to feeding bag t ubing.

Pour feeding fluids into feeding bag, run
feeding through hag and tubing to the tip.
Clamp.

7. hang bag on pole at height required to
achieve prescribed flow. If a feeding pump is
used, place tubing into pump mechanism
and set for proper flow rate.

8. ( )pen safety plug and insert t tibing into
button.

124Tubing, Water
Adaptor
and Clamp

Sonic eh &brie may get era m ps frig sol ?I-

lion is too cold.

The (Ida ptor will rary i the size ref the
button.

("sill to flush In b i frog after,feed

By (mem! ragi frig the chili! to ussist in the prow-
di( re. the re-gi rer is h el pi lig Ch ih1 to
ad. /ere nia.ri in a in Setrea r(' Sk 1 IS.

("11 ld may be si t t frig or 1 Ong on right side 'el th
/(aril elevated (It rr th y degree a wile,

medical ion is prescribed, (Min 1,efore
jiggl i ng.

SC111101 11( t ieS y relit?' 11 I/O' ("Uri tig.leed
h My (15 lb( h ild is sedentil

Stomach
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9. Open clamp of feeding hag tubing and iffeeding puma) (lpf'11 arlinp CUMpletely.
adjust until drips flow at prescribed rate. Check/70w period ical y a adjust if needed.

** *BE ALERT ID ANY UNUSUAL
CHANGES IN THE CHILD'S TOLERANCE
OF THE FEEDING. NAUSEA/VOMITING,
CRAMPING, OR DIARRHEA MAY INDICATE
THAT THE FEEDING IS BEING GIVEN TOO
QUICKLY OR FORMULA IS TOO COLD * * *

10. For continuous feeding with pump, add Check rat(' and flow periodical! y and adjust if
more fluid to bag when empty. Heeded.

11. When single feeding is completed (bag
empty), clamp feeding bag tubing.

12. Flush button with water if ordered.

13. Remove adaptor and tubing from button.

14. Wash hands.

15. ('lose safety plug.

16. Refer to child-specific guidelines regarding
act ivit y after feeding.

17. Document feeding, medication and feeding &port to pure nt all y rho rig(' hi the eh td:s usitul

7-71 is clears the !natal, of an mteedi ttg,t7u id.

Wash. teeth rig bag, tubing and syringe in sogpy
water. Rinse

Safety Plug

tolerance in log.

46
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Possible Problems That Are Not Emergencies

Observations

Color changes reat hit difficult V

Reason/Action

7I ,i.' may be (Inc aspi rul ion of lCcd itt
nliti.

.90p.teed illy int Wed ('OH Ottlitie not
/tr Sit 11(11 %i. Il rblent 111 UM'S.
iu.stitttt('('Ill erlieney VW 110t ify pa rents.

Possible Problems That Require Immediate Attention

Nausea and..r cramping

Vomiting

Blocked gast rost ()my t (ill

Bleeding. drainage redness, irrit at ion

Leaking of stomach contents

Gast rost orn, button falls out

Cheek rate ( ng: may need to do-rease
ruts'.

(herk teMpeMtille; Hilly b' too CON---StOfeed-
lig; let ,fred ng get to room tem perut are, then

(1(1111 /1/ islet: If problem mid haws, notify school
rse, parent a ad doctor

If you ha re checked all (.?1' the above, stop feed
ny, call school parent and (1( n-101:

Ma y b(' due to i audequale flush i uy or very th irk
,food orfl n id. Fl ash With IVO I'M Water (Wel'
.teed i try or med i(at If blockage reta i
contact nreni.S.

(-heck sk a roll gust y button site
'fru stoam site if leakage ql:fitod ;17

med loft ime comes in coatuel with Skill.

Reler to eh i bl-speeifie get idel i nes.for ('h'a
i rnet !to n in a complete circle
with melt (-fru 1t i nil.

Dry stonm site well; (ett to air tojaeilitate
dryi ny.

May be (1110' u problem with the u itt
cut re (st irk or broke ).

lb is is not 1/ cwootyettry. So re the !intim, it(i re-
it.sert Di some ele ild reit whose woo rimy

c(l)se (In irki y, the 6-1 nbe button mu y need to be
i ',sorted with i n 1-2 !um iS. 'orcr gust rostont y
.s.itt with ha lulu id or (lea d ressi ng. Maur,
!Hi rents a in I ph ysiciu
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General Information Sheet
Children With Gastrostomy Feeding Buttons

Dear (Teacher, lunch aide, bus (triver, etc.):

(Student ) has a condition that requires a
gastrostomy feeding button. This is a simple and safe way of giving food, medicines and fluids directly
int 0 t he oinaeh, because t he child is unable t o t ake t hose by nu nit

The gastrostomy is a surgical opening into the stomach. A gastrostomy feeding but ton is put into
the surgical opening. It is held in place from the inside of the stomach and is capped between feedings
to prevent leakage. These gastrostomy buttons do not normally cause the child discomfort and are
covered by clothing.

The child may receive feedings or medication through the gast rost ()my feeding button as needed
during the school day in the classroom, the lunchroom or the health office. Unless he or she has a
comfit ion that otherwise would interfere with participation in physical educationor other activities,
there is no reason why he or she cannot. participate fully. Special consideration may be needed,
however, for field trips or other activities where the child may not be able to receivea regularly
scheduled feeding.

If the child has any problems with his, her gast rost omy feeding button, contact :

These staff members have been t rained t o deal with any problems t hat may arise wit h t his child.

For more information about gast rust otny butt ons, or the student 's needs, consult t he school nurse
or parent .

;
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Nasogastric Tube

Purpose
An NG-t ube is a rubber or plastic tube

that passes through a nostril, down the
throat and esophagus (food pipe), and into
the stomach. It is used to give liquids,
medication, and feedings when a person
is unable to take these by mouth. Sonic
children will have tubes inserted for each
feeding. Others will have tubes in place for
several weeks.

Suggested Settings
The child may he fed in the lunchroom with

the other children or in the health room. The
NG-tube should he inserted in the health room
or in another private setting.

Nasogastric
Tube

IStomach

/
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Suggested Personnel anti Training

A registered nurse with competency-based training in appropriate techniques and problem
management should do the nasogast ric tube feedings. Any school personnel who have regular
contact with a student with an NG-tube mi 1.4 receive general training, covering the child's
special health care needs and potential problems, as well as how to implement an established
emergency plan.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It out lines specific procedures step-by-step.
Once the procedures have been mastered, the completed checklist serves as document at ion
of training.

The Health Care Plan: Issues for Special Consideration

Each student's I lealth Care Plan must be tailored to individual needs. The following sect ion
covers the procedure for nasogast ric tube care and possible problems and emergencies that may arise.
It is essential to review it before writing the I lean h ('are Plan.

A sample Ilealth Care Plan is included in the I 'seful Documents section of this manual. It may be
copied and used to develop a plan for each st uthlit . For a child with a nasogast t uhe, llw following
items should receive particular at tent ion:

Type of feeding child is receiving (bolus coin Mums drip).
Proper placement of t he nasogast ri 1 tau..
Activity level after feeding.

PositioningnUng during and alter feeding.
The need to determine gast tic residuals.



Procedure for Checking Placement of the Nasogastric Tube

Procedure

I. Explain procedure at the student's level of
understanding.

Wash hands.

3. Check first for proper tube placement .

4. Assemble equipment :

Stet hoscope

60 cc catheter- tipped syringe

5. ()pen NG-tubing.

6. Connect 60 cc catheter-tipp( syringe to
the end of NG-tube.

7. Place a aethoscope over the mid-left
abdomen and gently push in 5-10 cc of air
with syringe.

8. If ordered. gently draw hack on t he plunger
to remove any liquid Or medication that
may be left in t he stomach (residuals).

9. Close I he nasogast ric t diseonp,..ct t he
syringe and renu)ve plunger from syringe.

10. Proceed with feeding by method prescribed
for st udent

50

Points to Remember

fi encouragi ng the st talent to assist i n the
in'ocedil re, the ra re iti helping the student
to (lull icre ma,ri in um self-care skills.

Th is should he done before ereryfeed

('lulu p (U' remove ea Armin t it he.

A whoosh lug sou nd should be heard it'
.VG -tube proper! y placed.

1/.\'(,:-tubing does not appear to be ill 'duce,
DO NOT GIVE FEEDING. Replacement
or reposit lotting (petite NG-t Ow should fad y
be done by a curse with appropriate i
a led ordered by the student:s doctor ((.'heck
eh ild-.,:perific gnideli rtes.;

Soule, students 101 Wed to 11(1er residuals
checked. Note the union nt that was eeithdra ten
from thefredi ng tube int n'turn the contents
to !/u stomach (if ordered). Adjust t1 './rainy
rob, me accord i ng to doctor :s orders a Irsid
nal is present. the residual is !prate,- tha
'rum?, mended. hold feeding. legit th irt to

Thrive i in rites ono' re-hek.

Feed i figs (tre g either bolus (teed i uq
gi re (W* short prliod (#. I hit(' by gr(trit 11)
or slo -drip (frcd i uq giecu by im p or ()tri-
o loug iwriod (!fti me by (huel, 11).
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Procedure for Nasogastric Tube FeedingBolus Method

Procedure
1. Wash hands.

2. Assemble equipment :

Points to Remember

Liquid
Feeding
Solution

Liquid feeding solution formula at room
temperature
60 ml or cc cat hetettipped syringe
Clamp or cap for end of tube (optional)
Rubber bands and safety pins
Water (if presrihed)

3. Position child.

4. ('heck placement of NG-t ube. (Refer to
page 50,)

Plug or Clamp Water Rubber Bands
and
Safety Pins

5. Remove cap or plug from NG-tube; remove
plunger and insert cat het ert ipped syringe
into the end of feeding tibe.

(i. Allow bubbles to escape if present .

7. Pour feeding fluid into syringe and allow t(
flow in by gravit y.

51

lb SEY'll NG-tithe 10 ClOtti

['Se(' 10.1711tib I ufterfi'eding.

may be sitti or I yi nil on right side with
hew! elern led nt a thil t y a wile. link()
Sll t ubi ng SeCil red with tape to student S
nose or cheek.

1)() not uppl y ',due 'ruction Or on
N(;-tubi ng,

Sipinge should be held Si.4' nbrC liTel
InY111, Or (11 preSCri bell height.

* * BE ALERT 11) ANY UNUSUAL
CHANGES IN THE STUDENT'S TOLER-
ANCE OF THE FEEDING. NAUSEA/
VOMITING, (RAMPING OR DIARRHEA
MAY LVDICATE THAT THE FEEDING
IS BEING GIVEN TOO QUICKLY OR
FORMULA IS :MO COLD* *
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8. Continue to pour feeding into syringe as
contents empty into stomach.

9. Raise or lower syringe to adjust flow to
prescribed rate.

10. When feeding is completed, pour pre-
scribed amount of water into syringe and
flush tubing.

11. Clamp tubing; remove barrel of syringe and
reinsert cap into end of tubing.

12. Make sure tubing is securely attached to
cheek.

13. Wash hands.

14. Refer to child-specific guidelines regarding
activity after feeding.

15. Document feeding/medication, residual
amount and feeding tolerance on log sheet

5.)

Depend i ng on the (we and capabil it ies of the
student, ham hi in her assist with the feeding by
hol d i ng syringe or poll ri rry, t7uid i nto it.

Th is will clear tubing of:feeding and medication.

Wash cath eter-tipped syringe with warm Water
and mild soap and store in clean area.

Make sure NG-tnbi tig is not pulling on nose or
causing discomfort.

Report any problem:, to parents.
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Procedure for Nasogastric Tube FeedingSlow Drip mil/or
Continuous Feeding by rump

Procedure
1. Wash hands.

2. Assemble equipment:

Points to Romeriber

Liquid
Feeding
Solution

IV Stand
Syringe with

Pump

Liquid feeding solution/formula at room
temperature
60 ml or cc catheter-tipped syringe
Feeding pump (optional)
IV stand (optional)

Clamp or cap for end of tube (optional)
Feeding bag

Rubber bands and safety pins
Water (if prescribed)

3. Position student.

Water

Clamp or Plug Feeding
Bag

4. Check placement of NG-tube. (Refer to
page 50.)

5. Remove cap or plug from NG-tube and insert
a catheter-tipped syringe with plunger re-
moved into the end of feeding tube.

6. Allow bubbles to escape if present.

7. Pour feeding/fluids into feeding bag, run
feeding through hag and tubing to the tip.

Clamp.
8. Hang bag on pole at height required to

achieve prescribed flow. If a feeding pump is
used, place tubing into pump mechanism
and set, for proper flow rate.

9. Insert tip of feeding bag tube into NG-tube;
tape securely. Unclamp NG-tube.

53

Rubber Bands
and
Safety Pins

Some children may get cramps feeding solu-
tion is too cold.

7b secure NG-tube to clothing.

Used toilush tubing after,feed i

Student may be sitting or lying on .right side
with head elevated at a thirty degree angle.
When positioning student, make sure NG-tube
is secured to nose or cheek

Do not apply undue t rad ion or pull on naso-
gust ric tubi ng.

If rued icat ion is prescribed, ad m nister belbre
jeedi ng.

,S'ehool acti cities maycontinuedurini).(redil!q
as long as the eh ild is ,sedentary.
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10. Open clamp of feeding hag tubing and
adjust until (trips flow at prescribed rate.

11. For continuous feeding with a pump, add
more fluid to bag when empty.

12. When single feeding is completed (bag
empty), clamp feeding bag tubing and
clamp NG-tube.

1:3. Disconnect feeding hag from NG-tube.

14. Unclamp NG-tube and flush with water if
ordered, using a syringe.

1. Clamp and cap NG-tube.

Make sure tubing is securely attached to
cheek.

17. Wash hands.

18. Wash feeding bag and syringe in soapy
water. Store in a clean area.

19. Document feeding and or medicat ion,
residual volumes, and feeding tolerance
in log.

20. Refer to child-specific. guidelines regarding
act ivity after feeding.
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Iffeeding l,uurt, iS 11Sed, pel/ Oa Hip COMpletelg.

* * *BE ALERT TO ANY UNUSUAL
CHANGES IN THE CHILD'S TOLERANCE
OF THE FEEDING. NAUSEA/VOMITING,
CRAMPING, OR DIARRHEA MAY INDICATE
THAT THE FEEDING IS BEING GIVEN TOO
QUICKLY OR FORMULA IS TOO COLD. * * *

('heck rate a ud J7011. periodically a nd adjust if
needed. Check for resid 1 (IS ordered.

This clears the tubi ug of a ri y feed .17 u id.

'nicked i ug y he d isou tarter' 1111 ;lc thc
ild is bei peg Ira usported to a ?Id from the

school pr ogra
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Possible Problems That Require Immediate Attention

opservations Reason/Action

Gagging, choking

Color changesibreat hing difficulty
when not receiving feeding

Color changes/breathing difficult v while
receiving feeding

Respiratory distress continues

Nausea and; or cramping

Vomiting

NG-tube falls out

This may be due to improper nasogast ric-
tabe placement. Fb11(m stepsfOr cheek' ng
NG-tube placement.

IlNG-tube is slot in proper position, remove
tube oribllow h idel i nes for
reposit ion i

Color ehangeti or breath ing difficulty are not
al ways related to NG-ta be feed i aq. Ill (addition
to checking NG-tube placement, it is important
to carefully assess the child ,fbr other problems.

STOP FEEDING IMMEDIATELY. 7'll is
Ilia y be due to improper NG-tube placement.
Follow steps ,for checking NG-tube placement.
Carefully assess the child for other pmblems.

This maybe due to aspi rat ion of:feeding i:,to
lungs.

Ca II ,for het p and in itiateemergJencyplaIL

Cheekrate ogfivd i lig,. may need to decrease
rate. Cheek temperature; ma y be too cold .itop
eding and let,freding get to room tempera t re,
then administer If problem [MU'S,
141001 nurse, parent akid doctor.

Stop feeding and refer to (.11. i Id-speeif lc
idel i nes.

t'rnnitinamay/ not be due to Ntijeeding. It is
import(' nt to ea rela 1 y assess the ch oth er
problems.

Not ify parents, ph ysicia n.
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General Information Sheet
Children with Nasogastric Tubes

Dear (Teacher, lunch aide, bus driver, etc.):

(Student ) has a condition that requires a
nasogast ric tube (NG-tube). This is a simple and safe way of giving food, medicine and fluids directly
into the stomach, because the child is unable to take these by mouth. The NG-tube is a soft rubber or
plastic tube which is put into a nostril and down the foodpipe into the stomach.

The tube is held to the skin by tape so it will not usually come out, and is clamped in between
feedings to prevent leakage. Once they are in place these tubes should not, cause any discomfort.
The child may receive feedings or medication through the NG-t uhe as needed during the school day
in the health office, the lunch room or the classroom. Usually he or she will be able to participate in
physical education or other activities. Special consideration for timing or location of feedings may he
needed, however, for field trips or other activities when the child may not be able to receive a regu-
larly scheduled feeding.

If the st udent has any problems with hisfher nasogastri tube, contact:

These 't of members have been t rained to deal wit h any problems t hat may arise with t his student ,

F'( )1. more informat ion about gListrostomy tubes, or the student 's needs, consult the school nurse
or parent .



Intravenous Lines
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Circulatory System

Structure and Function
The circulatory system delivo.n.s oxygen and nutrients to different organs of the body and

transports carbon dioxide and waste products to the lungs and kidneys for elimination.
Heart: Ilas four chambers and physiologically is divided into two sides. The atria are the small

collection chambers that collect blood from the veins. The ventricles are the larger, more muscular
chambers that pump blood through the arteries.

Arteries: Blood vessels with muscular walls that take the blood from the heart to organs in the
body. The largest artery, the aorta, is closest to the heart . As the arteries get farther away from the
heart they become smaller, with less muscle in their walls.

Capillaries: Tiny channels, one blood-cell wide, that connect arteries to veins. These vessels
are where the exchange of oxygen and nutrients with carbon dioxide and waste products occurs in
every organ.

Veins: Thin blood vessels that take blood
away from organs toward the heart Some veins
in arms and legs have one-way valves that keep
the blood from pooling in the hands and feet .

As the veins get closer to the heart, they
become larger. Central veins are those veins
inside the abdominal or chest cavities.

The right side of the heart collects bh 0(1
returning from the body via the large veins, the
vena cavae, in the right atrium. The blood then
enters the right ventricle through a valve and is
pumped to the lungs through the pulmonary

Heartartery, where it loses carbon dioxide and picks
up oxygen.

The oxygenated blood from the lungs cent ers
the left atrium through the pulmonary veins.
It then crosses a valve into the left ventricle,
which pumps the blood out to the body t hrough
the aorta.

Artery

Vein

Capillaries

Left
ventricle

Right
ventricle
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Central Venous Line

Purpose

A CVL (Central Venous Line) is a long tern/ IV catheter that is surgically inserted into a deep,
large vein in the neck or the chest, usually near the heart . The middle portion of the catheter has a
dacron "cuff" that anchors the catheter under the skin. This also helps to prevent migration of
bacteria up the catheter. The clamp or cap on the end of the tubing prevents blood loss and air entry
into the vein.

The exit, site (where catheter comes out
of skin) of the catheter requires meticulous
cleaning and is always covered with a sterile
dressing. Usually this is on the upper chest area.

inOn occasion, the exit site for the central venous Catheter
Large Veinline will be on the abdomen or groin. Some

children may have a type of CVL where the Skin
access site (or poi t) is entirely covered by the Insertion

skin. Children with this type of CVL will not Site Catheter
in Hearthave an exit site. CVLs do not cause the child

any discomfort if they are properly secured.
Children usually have these lines placed

when there is a need for long-term delivery of
intravenous food and/or medication. These
children may be receiving chemotherapy, TPN
(total parenteral nutrition) or antibiotic therapy.

there is a need to "rest" the bowel or when
A central venous line may also be used when

'rfthe intestines are unable to absorb adequate
nutrients. (A(\

Clamp

Catheter

Suggested Setting

As with all medical conditions, every effort should he made to protect the child's privacy.
Procedures such as dressing reinforcements or changes should be carried out in a private area of
the health office. Since CVLs are usually covered by clothing, children with CVLs should be able to
participate in regular school activities. However, participation in physical education should be
determined on an individual basis.

Suggested Personnel and Training

Dressing changes should be done by a registered nurse with proven competency-based training in
appropriate techniques and problem management. Any school personnel with regularcontact with a
student who has a CVL must receive general training that covers the child's specific health care needs
and potential problems, and how to implement the established emergency plan.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines spee'fic procedures step-by-step.
Once the procedures have been mastered, the completed checklist. s# es as documentation of
training.
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The Health Care Plan: Issues for Special Consideration

Each student's Health Care Plan must be tailored to individual needs. The following sect ion
covers the procedure for CVL dressing change as well as possible problems and emergencies that
might. arise. It is essential to review it before writing the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents section of this manual. It may he
copied and used t.o develop a plan for each student. For a child with a CVL, the following items should
receive particular attention:

The school nurse should be aware of the student's underlying condition and potential problems
associated with the condition or treat ment (such as chemotherapy).
An additional dressing kit with a spare clamp should be available.
The school staff who have regular contact with the student should he aware of the CVL.
A fever needs to he investigated.

Universal precautions should be followed when handling the line. (See page 17.)
No one should touch the tubing or the dressing unless a complication occurs.
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Procedure for CVL Dressing Change

Procedure
1. Wash hands.

2. Assemble equipment:

Points to Remember

Adhesive Mask Extra
Tape Clamp

Catheter Dressing Kit

Catheter dressing kit or equivalent
contains:

sterile gloves

alcohol swabs

povidone iodine swabs
povidone oint ment

sterile gauze

Also needed:

adhesive tape or transparent dressing
mask

extra clamp
catheter cap
spare catheter dressing kit

:3, Explain the procedure to the child accord-
ing to the level of understanding.

4. Put on a mask.

5, Open the catheter dressing kit on a clean
work surface.

b. Assist child in removing clot Mug to in
cover dressing.

7. Posit ion the child.

S. RI. %WV(' wet or 54 )iled dressing trom the
cat hoer exit site.

9. Inspect the skin anund the catheter for
redness. swelling. or fluid drainage.

10. Put on sterile gloves.

Catheter Spare
Cap Catheter

Dressing
Kit

Different dressing kits ma y he used that do not
contain all o/ these components, 77iose items
not included in the kit should be supplied
scpurlitely.

Although not oil (1/1..dressi ng changes are done
using sterile procedures, ch 1(7741'1'1/g
711V do ha sterile dressi nil changes.

Mrssi cha shoidd hr curried out in
pri rule urea Qf thy licul I 11 ii/fire.

7'hr eh i/d curry silt/ I y ng.17u

Disc(' rd in the (I pp,"Oprinte crcpt(WIC.

Th is mu y he (I sign of inject ion. mm tied
o y thrsc sym plows, not Ify tIo'trhynirirlrr
a yol jut trots.
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11. With al.. alcohol swab-stick, clean skin,
starting at the center next. to the catheter,
working outward in widening circles. Re-
peat the cleaning process two more times.

12. Repeat the same procedure using povidone
iodine swab sticks.
Allow the povidone iodine to dry about.
30 seconds before proceeding.

13. Gently pat the skin dry with sterile gauze.

14. Apply a small dab of povidone-iodine oint-
ment to the catheter exit site.

Be sure to clean appmxi mately twotong inches(
the catheter itself, star lug at the exit site. Allow
the alcohol solution to dry abom 30 seconds.

15. Lay the gauze over the ointment on the Some children may have a nonadhering type qf
catheter exit site. dressing placed or a split sponge.

16. Using a layer of transparent dressing,
cover the gauze and secure the dressing to
the skin.

17. Using tape, secure catheter at a second
point to reduce strain on the catheter.

Place first piece of tape as shoN

Place a second piece of tape over the first,
sealing it along the catheter.
Secure catheter with free end of tape.

This may he done in a different manner than
illustrated.

First tape split
and placed under
catheter

Second tape
in place

Catheter
secured

18. Remove gloves and wash hands. Th-por; to parent any changes in the child's
usual pattern.

19. Document. procedure and problems
in log.

i()
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Possible Problems That Require Immediate Attention

Equipment needed for emergencies:

Small smooth-edged clamp
Sterile gauze

Adhesive tape
Sterile gloves (optional)

Alcohol swabs

Betadine swabs
Dressing kit

Mask

Observations Reason/Action
Blood in tubing or bleeding from the end of
the tubing

The tubing breaks

The child is complaining of chest pain or
difficulty in breathing

Most children will It thtir CVls capped
while in school. If blood is noted in the line or
cam ing.from the end of the line, check to see if
the clamp is open. if so, simply re-close it. If
the clamp has broken or is not.functionirg
properly, the tubing should be.firmly pinched
closed and the physician and parent contacted
i in tiled i a tel y

Immediately pinch tubing closed with fingers
by ben di.ng t Jibing onto itself or clampi rut be-
tween ('(it site and the break.

Have him/her lie on the tip side to prerriet an
air bubble from enteri tag the heart.

Onee the tubing issecurelycicrmped and not
leaking, tra 1157)011 the child via wheelchair or
bed with wheel:4 to the school ,1,11-se5 (Om
DO NOT LET THE CHILD WALK.

Put on sterile gloms (and a mask if you hart' a
cold). ( use the broken end of the tubing with
alcohol titill bS (111d corer the end with sterile
gauze and tape.
Simply covering the broken end with sterile
gauze will suffice in an emergeney. (Many
limes, a line can be repaired without ha ci tni to
replace the entire Central ?le11011S l i PIP.)

* * *THE CHILD SHOULD BE TRANS-
FERRED AS SOON AS POSSIBLE 7Y) THE
APPROPRIATE HOSPITAL EMERGENCT
ROOM. IF THE SCHOOL NURSE IS NOT
AVAILABLE, PINCH TUBING WITH FIN-
GERS OR CLAMP AND CALL EMT./
AMBULANCE. NOTIFY THE PARENTS AND
THE PHYSICIAN IMMEDIATELY. * * *
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The CU.. is pulled or falls out

The cat lager is out or appears to 1w broken off
at the skin

The catheter tubing is broken

The child complains of chest pain or difficulty
in breat hing; facial color may appear different

The child develops a fever. redness at the ('VL
site, drainage. increased fat igue, irritability. or
headache

SAFETY PRECAUTIONS:

NO ONE should touch the tubing or the
dressing unless complicat ions occur

ALWAYS wash your hands wit h soap and
water before and after handling line or
dressing unless an (g)ergency sit Wit ion
occurs.

STAY CALM. REASSURE CHILD. Il'hoerer is
at the site first should corer the ['1'L exit
site.
lspert the edict-icor qf the dwssi lithe dress-
ig I'S Wart and the tape St ill holds the looped
eathete; pbably no significant trauma to the
child or the 1 i tie has occurred. The pawn, (111(1
the ph ysician should be not 'fled nonetheless.

If the tape Or dr(Nsing hare been disrupted,
!louvre); they should be taken (gra ?id the e.it
site iSPeeted.

II al(' exit site looks dist u rbed, replace the dress-
ng as outlined (!bore.

If possible, clamp the catheter Am)! g fir???
pretiSit ce to exit site promptly a lid not ify ph ysi-
via n (lint patent immediate! y.

Clomp the catheter above the break. Not ify the
school 1111-SC, #Cha Will wrap the broken end
with (I sterile gauze. Not ify parent and ph ysi-
cian immediate! y. Be prepared to in itiate
emergency pla

Catheter may be repairable.

Make sure the Catheter is comwd and clamp
in, mediate! y. Check to see if the line is broken.

Iht re hint'her lie on the left side to prevent (Iii
air bubble.from enteri lig the heart.

771e rellt:4 (1)1(101' ysician should
be called al once. These are i leaf ions of
i Meet ion.
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General Information Sheet
Children with Central Venous Lines

Dear (Tt mter, lunch aide, bus driver. et c.):

(St ud('nt ) has a comfit ion t hat requires a
central venous line (('VL). This is a plastic I taw like an IX', which has been placed by a surgeon into a
large vein close to t lte hcirt . A child may have a CVL if he or she is unable to digest food or requires
special medications. Th,.. tubing comes out of the skin on the chest. This exit site is covered by a ban-
dage to prote0 it and to keep the tubing clean. The CAI, does not cause any discomfort if it is properly
secured.

Some students have the tubing connected to an intravenous fluid solution, but most will have
their ('VI, "capped- m.cla need while t hey are in school Or in transport In most cases routine 01
cam will be carried out none or in t he health room, unless an emergency occurs.

Most students with ('VI es are able to part icipate in regular school activities. Part icipat ion in physi-
cal education and any restrictions must he determined by the doctor and the parents Children with
('VLs should avoid having the exit site bumped or the tubing pulled on.

The CVL is covered by a bandage well as the child's clothing. No one should touch the tubing or
dressing unless a complicat ion occurs.

If the student has any problems with his her ('VL. contact :

These stall metnbers have been I rained to deal with any problems that may arise wit h this st talent .

Ali staff who have with students with h Ais should he familiar it n 1 he emergency plan
and how to initiate it in their setting.

Fr 1110re information about the student 's needs. consult the school nurse or the parents.
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Procedure for the Administration of a Heparin Flush

Procedure

1. Assemble equipment :

Ai

Pcints to Remember

Heparinized
saline

Syringe

Int ravenbus cat lu.ster (in place)

I leparinized saline (see child-specific
guidelines for (1sage)

:1 nil syringe With a number 21 to 2:1 gauge
needle
") ;11()111)1 SWallti

2. Explain procedure lb child according b)
his her level ()1. understanding.

\\ash hands.

4. Cleanse bp lieparinized saline (1
Nt it s\'al).

.""), )rii prescribed d()sage ( )1. lieparinized
saline intt ) syringe.

T.

.1C;i11tie Cat 1101(1. 11111 «it l aletli)1

S11 resel 0(41 du,;age ;1t.
liepariniz( 41 ',aline.

1:enim-e syringe .ind needle, dud (lisp( )se (
proer1N.

9. \\ash hands.

Alcohol swabs

llpti h zed i tee is (Ica ihtble ,2 re
liffic-(lose chits with (e trail 01 (purl u per re

(y. mil

1;11 eileoll yryi )11 the eh 1( ussist in the
'wore(' el IV. rc-( i rer is eti(oll owl try Ito'
ek /hi If)(1(11ii'1.1' ir st eft

W. I ictimelit illy (1).,age, lime d ci 1111i lo jut re 'tit (I to rim mp. itt Ihc h ',mull
111. 1 \ 'il (' ( )11 11( ig sheet . t( lt.



Possible Problems with Heparin Lock

Observations Reason/Action

IV dressing wet leakage of blo(1(1
or fluid

IV site is tender. warm, swollen. red

Difficult injecting heparinized saline into
catheter

.11/th, oda ptor nor!/ h(' islodged. Ca thCicri
y b d islodged 117 site is hail' voted.

ty :OW wolore diessi if IV is i Wort, ppl y
new dessi Reconnect ado plot' to catheter if
d iseon o till ppl 111'W reSSi 1.111' is
I? Wall, (MMO parent a nd or (loch»: rrltll
then J011ow go Wel nesjOr removal 0)1.11:
ordered.

77w IV y d isploeed or dislodged, coosi Jig
the l'ealalSjill id to eider the 1 issur. _Vat iffy
the doctor o otd or jut rent, who will gi refit Ober
ostrilet ions. 11Th(" 11: to be relliOl'ed..lallai

Net i nesjbr miaow .

.Verdle nary not be in h lib prop('rly. Ca Mete)
urn!/ be (*Wed. II' Ilia 11 be Malted.
:11(Ike Sal?' lle(111C is in hail pro perl y. Gently
pirss nit phi roger; if no esolts, stop i oject g.

Iospect IV site,' it noble tollosh, or if IV site is
rated, not it y asicia n wl putrid. if

the IV is to he oesfO
removal.

Redness streaking up aim al(mig Vein Jloy be ph lebi I is (1 Wert ion of eel o.) Not 1: fy
pa tent (rod dotOr ReitiOM IV ifOrdtTed,
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Procedure for Removal of IV Catheter

Procedure Points to Remember

1. Assemble equipment : Edplei oe prore'd Pe to Child um! Iwo'
lift rt ici pith- as Hi mit ft,' MSS% ble.

Sterile gauze
Band-aid

9. Watildlandti: put On gloves.

3. Open sterile gauze and band-aid.

4. Remove dressing, being careful to secure
catheter with one hand while removing
tape with the other.

5. Hold the hub or end of 1 he cat het er; slowly
remove from vein.

Apply pressure to the IV site.

7. Apply band-aid.

8. Dispose of catheter in appropriate
receptacle.

9. Remove gloves; wash hands.

10. Document procedure and condit ion
of site.

If the is prow to Heed i hold mrssrt re to
sit(' few at least lire trr i Ides or more tt let il
blccd i lig stops.

Report to p(t wilt ti twc r tt thr useml
pro' tern.
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General Information Sheet
Children With Heparin Locks

Dear (Teacher, lunch aide, bus driver, etc.):

(student) has a tomtit ion that requires
an intravenous line or heparin, lock. The intravenous line is a tiny plastic tube placed in the vein of the
arm or hand. This is a way of giving the child medication or Mikis. When the child is not receiving
cont inuous Mt ravenous fluids or medications, a special plug (heparin lock) is inserted into the end of
the int ravenous catheter to allow more mobility while keeping the tubing usable. The IV is inserted in
the child's vein by a doctor or nurse, and held in place by tape.

The child can receive medications at home, school or the hospital. The child's activities may be
limited so as not to dislodge t he t ube.

If the child has any problems wit li his her heparin lock, contact :

These st aff members havo. been t rained to deal with any problems t hat may arise with t his child.

For more informal ion about int ravenous lines or heparin locks, or t he !weds of t his student , con-
sult t he school nurse or parent .
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Clean Intermittent Catheterization

Purpose
Clean intermittent catheterization ((:'IC) is a procedure used to empty the bladder. ('IC helps

prevent urinary tract infections and wetting in people who have difficulty emptying the bladder. C,1(7
also prevents wetting due to overflow incontinence, a condition in which urine overflows the bladder
and dribbles out the urethra. When the bladder remains filled with stagnant urine for long periods of
time, it may lead to rapid bacterial growth and infection. Catheterizing the bladder every few hours
eliminates urine before bacteria can multiply to cause an infection.

CIC is often used when the nerves that stimulate the bladder do not function properly. For in-
stance, the condition called neurogenic bladder is associated with myelodysplasia (spina bifida) and
other conditions in which the nerves from the spinal cord to the bladder are damaged, such as spinal
injuries due to accidents.

Because of the nerve damage, the bladder is either completely or partially unable to empty,
leading to:

Risk of infection.
Possible back-up of urine to the kidney resulting in kidney damage.
Incontinence (lack of control of urine leading to wetting).

Suggested Settings
Clean intermittent., catheterization can he

done in regular toilet facilities in the home, the
school, or the hospital. This may also be done in
the nurse's office or any other facility where the
child is assured privacy. If recommended sites
are not private, appropriate adaptations (such
as screens or doors) should be made.

If toilet facilities are used by the student,
they need to he wheelchair accessible, and
should have railings or supports for the child
who needs assistance.

Some children may need to lie down while
being cat heterized; a cot or bed in the health
room would be appropriate.
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Suggested Personnel and Training

An adult with proven competency-based training in appropriat e t echniques and problem man-
agement can do this procedure safely and effectively. All children should he encouraged to learn
the procedure and do it themselves if able. It is important to recognize that if a child does self-
catheterization, he or she may still need some supervision. School personnel who have regular con-
tact with the student who receives clean intermittent catheterization should receive general training.
which covers the child's special health care needs and potential problems, as well as how to obtain
assistance if problems occur.

The basic skills checklist included at the end of this manual can be used as a foundation for com-
petency-based training in appropriate techniques. It out lines specific procedures step-by-step. Once
the procedures have been mastered!, the completed checklist serves as documentation of training.

The Health Care Plan: Issues For Special Consideration

Each student's He; h Care Plan must he tailored to individual needs. The following section cov-
ers the procedure for clean intermittent cat het erizat ion and possible problems and emergencies that
may arise. It is essential to review it before writing the Health Care Plan.

A sample health Care Plan is included in the Useful Documents sect ion of t his manual. It may be
copied and used to develop a plan for each student . For a child who requires a catheterizat ion, the
following items should receive pall icular attention:

Medications that would affect urine color, amount., etc.

Flexible timing of catheterization to accommodate classroom scheduling, field t rips, and other
school events.

Fostering independence in performing the procedure, depending on the child's ability.
An extra set of clot hint; should be kept in the educational setting.
Baseline stat us including urine color amount , pattern of cont inence.
Position of child during cat heterization.

Child's tendency to urinary tract infect ions.



Clean Intermittent
Catheterization
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Urinary System

Structure and Function
The urinary system filters waste material from the blood and removes it from the body as urine.

Kidneys: Two bean-shaped organs, one at
each side of the spine at the back of the upper
abdomen, which regulate the amount of water
in the body. Ninety percent of the water that
the kidneys remove from the blood is recycled
back into the blood, after filtering out waste.

Blood Vessels: Renal arteries carry blood
from the main artery to the kidneys where
waste is filtered out; the renal veins take
cleansed blood away from the kidneys. Kidney

Ureters: Narrow tubes that conduct the
waste liquid (urine) from the kidneys to the
bladder.

Bladder: Reservoir for storing the urine
until it is ready to he discharged from the body.

Urethra: Tube leading from the bladder to
the outside opening of the body through which
the urine is discharged.

Meatus: The external opening.
In girls, between t he labia, ust above the
vagina.
In boys, at the tip of the penis.

Blood vessels:
Artery

Vein

Ureter

Bladder---
Sphincter

Meatus
Urethra
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Procedure for Clean Intermittent CatheterizationMale

Procedure
1. VVasb hands with soap and water. Put on

gloves.

Explain the procedure to the child at his
level of understanding. Have him do as
much oft he procedure as h( is capable of,
with supervision as de,+l.

9.

3. Assemble equipment :

Points to Remember

st Hiked res pelmyriee re' le messisted, gloves H
Hot eed(II.

By e11e0111yigi lig the child h, 0SSiS1 ile
procethl W, (711r-fli Vet' is ll,iley le len to
Hell icy(' tem.ri et sell-co rc skills.

Lubricant Catheter Cleansing
supplies

Lubricant (ti-V.jelly, LubrifaN. Surgel)
Catheters (Oast ic, rubber)
Wet wipes or cotton halls (non-sterile) plus
mild soap and water
SI age recept acle eat het et'

( 'mtainer for urine
I:doves (if person other than child does
pnedur(').

4. Position the child.

5. Depending On his age, show t fie (1111(1 the
location of the urethral opening.

ti. Cleanse the penis in the following manner:

a. Hold the twins elow the glans at a 45
degree angle.

h. If t he child is not circumcised. Fel tact I he
foreskin.

c. \\*ash t he glans wit It soapy cotton balls.
legin at the tiret lral opening: in
circular manner, wash away from I he
meatus. Repeat t w ice. i 'se a clean cot(itt
hall each tithe you wash t he penis.

7:

Catheter Container Gloves
storage
bag

lie Hwy 1M' catheterized !Ili , sta teethe!' or
i 11. able, n boy Hue .11 she led Ht (lie toilet 1/

H made to sit op shield. he tem y lie Ole le is belch,
Th is ',pored et re trget i res tre(1)1(tcic to culch
hcfloer of 11 Ible froltl the (1111100:

Urinary
meatus

.1111W Its slm'l (I1 the e(1111s WI 'rush 10,0114
lbc l , ( 1 , 5 ( ' ( , 1 This hell" vec
Ifilfreiu.10111 111c (I tot.

)
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7. Lubricate the tip of the catheter with water
soluble lubricant

8. Locate the urethral opening. llold the tip of
penis erect and insert catheter gently into
the urethral opening. Some resistance may
be met at the bladder sphincter. Use gentle
but. firm pressure until the muses-" relaxes.

9. Insert the catheter until there is a good
flow of urine. When the flow stops, insert
catheter slightly nu we and then withdraw
a little to make sure all urine is drained.
Rot ate the catheter so that catheter
openings have reached all areas of the
bladder.

It is also helpful to have tlw eh bear down
a couple qf times while the catheter is in
place. If you her ve been trajfled to do so,
apply external ma n ual pressure to
encourage the itriiu'17o1a'rrrrtil thellow
stops. Pi is must be done with the catheter
ill plum.

10. When bladder is emptied, pinch catheter
and withdraw.

11. If the child is not circumcised, pull the
foreskin over the glans when finished.

12. %Vasil, rinse and dry the catheter if it will
be used again. Store in an apppriate
container.

1:3. Measure ami record the urine volume if
ordered. Dispose of urine and wash
receptacle.

14. Remove gloves and wash bands with soap
and wat er.

15. Note in your log that the procedure was
done.
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* * *DO NOT FORCE CATHETER. IF YO('
FEEL UNUSUAL RESISTANCE, NOTIFY
THE PARENT.* * *

Make sun, the otln.r end of the catheter is either
in a nywptaele to catch urine or over the toilet.

Bladder
Sphincter'"
muscle

mff

Catheter .

Penis

Urethra

771 is preve ts u rine st ill in the catheter from
flowi ng back into the bladder

M port to the pa trill (11111 rho lige. site,, as 0011 (1 .11
111 i oe, III iIrt1s, 1)1(11111,10111 (HIM: (1)1"1. Chg"

osit(11 1t et t i lig het woe, co I loPtcri:ot
77icso 0 re signs of iti.0.1 joie.
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Procedure for Clean Intermittent CatheterizationFemale

Procedure
1. Wash hands wit h soap and %%uer. Put on

glow s,

2. Explain the procedure to the child at her
level of understanding. Have her do as much
of the procedure as she is capable of, with
supervision as needed.

3. Assemble equipment:

Points to Remember

st 'We'll does procedure 11 ',assisted, glorc.... go,
Hot otecded,

By enrol, tagi ng the ch ild to assist ill the
inyweda t.e, the ea vr-gi rel. islrelpiligher!ti
(Whirr(' 111(1.#4 MUM S('11.-ellre

Lubricant Catheter Cleansing Catheter Container Gloves
supplies storage

bag

Water-soluble lubricant (K-Y.jelly,
Lubrifax, Surgel)

Catheters (plastic, rubber)
Wet wipes or cotton balls (non-sterile), plus
mild soap and water

Storage receptacle for catheter
Container for urine.
Gloves (if person of t han child is to do
procedure)
Mirror

4. Posit ion lite child.

5. Depending on her age, use mirror to show
the child the total ion 01 the uret hral
opening.

. Separate t he labia (lips) and hold (pen with
fingers, Cleanse, in a direction from t top
of the labia toward the rest um. Wash t lupe
imes: once down each side and once down

the middle. I "se a clean ton ball each
time.

.ti /u 111(11/ bO cullichTi.:311 I yi ug ur.silt i liable,
girls nut y sit o sloe toilet with legs st cuddled. A

ituoble to sit mu lie oil her buck. 171 is
inocedit re requ res recep%tele to catch the .170114
(#.11111(efr(illi the rithelcp:

Urinary
meatus
Vagina
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7. Locate the urinary meat us (opening).
Gently insert the catheter until you obtain
urine.

h. When urine flow stops. insert catheter
slightly more. If no more urine is obtained,
wit hdeaw it slightly, rotate catheter so that
catheter openings have reached all areas of
the bladder.

It also helpf)d to hare the eh bear down
a couple fr/ ti nws to i nsu re that all ri tie
has been complete! y drai ned. 11 you hare
been trained to do so, a ppl y manual
external pr(ssnre 'trail the urine stops
flowi ng. This must be done with catheter

n place.

9. When bladder is completely empty, pinch
catheter and withdraw. (If using metal
catheter, put over end.)

10. Wash and dry catheter if it is to he reused.
Store in appropriate container.

11. Measure and record urine volume if
ordered. Ihs!)ose of urine and a0i
receptacle.

12. Remove gloves and wash hands with soap
and water

13. N40,. ill your log t hat t procedure was
one.

711

The lliale ra /NAM', fl ild straight,
the other end qf the catheter Mr,' the toilet or the
IVE Marie.

Bladder

Urinary
meatus

Catheter

Vagina
Urethra

77115 prevents nri ne still in cotheterroin
.17owi lig back nto the bladde, d ny
withdrawal.

Report to the porrnt (1111/ change sack (IS Howl ylri m liens, blood, fold odor, color elm ',yes or
wett bf't teeeil CalhefrriZIII MS,

MINI' sig 'dirt ion.



Possible Problems

Observations

illeeding from urethra

inability to pass catheter

No urine on catheterization

Cloudy urine, mucus, blood, foul odor, color
changes or unusual welling bet wren
cat het erizat ions

77
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Reason/Act ion

This maybe due 1(1 trauma orate urethra
or 11 ri r.i/ (met i Wert 11iseoilli
colbetei.,:nt ion. Contact 'wren, (1 iul doctor

Th is may be due tr1 i netrased sph haler tone
caused by (1 n.riely or spasm.

Ill rititheter lbCentel& The entbeter
ttra y be in the vagina. 1J catheter is in the
vagina, do not use; use a clean catheter

Ill boysyosit ion pen is a oul use gentle but
firm pressure until the sph littler pia's.

siOtify do( torlOr.In
instructions.

This Mall be (hie to hnproper lal-einet 01"

heter Check posit ion arca theter

This nta y be due to a uri nary !tact i Wee! ion
Aiwa ys irport to 'wren, Mill changes hi the

11511(11 pattern.

1,11.:("r still 10 )1. cARE(a IDELINEs cAltE

Possible Problems
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General Information Sheet
Children Who Use Clean Intermittent Catheterization

Dear (I eacher. lunch aide. bus drives. etc.):

(tit t( lent) has a condition t hat requires clean intermittent
cat het erizat ion. This is a simple and safe procedure t hat helps the child empty his or her bladder
because the bladder is unable to empty 00 its own. This helps to prevent wet ness or urinary
infections.

The child or another person empties the bladder by putting a clean, small tube (catheter) into the
bladder and letting the urine drain out. This is usually done in the bathroom or in the health office.
Most children need to do this every four to six hours during the day.

Unless the chiid has a condition that otherwise would interfere with his or her participation in
physical education or other school activities, there is no reason why he or she cannot participate
fully. Special consideration may need to he given to the timing of catheterization, based on the child's
schedule, for field trips or other activities where the child may not have access to a bathroom. This
pnwedure should be done in a private place. If the student has any problems, contact:

These staff members have been trained to deal with any problems that may arise with this student.

For more informal ion about t his procedure or he child's needs, consult the school nurse for
guidelines and child-specific information.
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Gastrointestinal System

Structure and Function
The gastrointestinal system breaks down food into basic nut rients that can feed the cells

9f the body. Functionally, the gastrointestinal tract is divided into) two partsupper and
lower.

The upper gastrointestinal tract is where digestion and absorption of most of the nutrients
occurs. The mouth, throat, esophagus, stomach and small intestine are components of this pall
of the digestive tract.

The mouth is where processing of food starts. Chewing is important because digestion is
more effective with smaller particles. The food is swallowed and passes through the throat, then
through the esophagus.

The esophagus is a straight tube about ten inches in length. It descends from the base of the
throat behind the trachea to the stomach.

The stomach is a curved pouch-like organ that is loca _id under the diaphragm in the upper
left portion of the abdomen. The stomach partially digests food and regulates passage of food to
the rest of the gastrointestinal tract.

The small intestine is approximately 12 feet long. The duodenum, jejunum and ileum are
parts of the small intestine. Food passes from the stomach through the small intestine, where
most digestion and absorption of nutrients
takes place.

The lower gastrointestinal tract consists
of the large intestine. This is where water
is reabsorbed and undigested food is con-
solidated into fecal waste.

The large intestine extends from the
end of the small intestine to the rectum.
The anus is the opening to the outside of
the body.

Function
Digest ion takes place in two ways:

Mechanical- chewing and stomach
contract ions break
down food.

('heroical: food is broken down
by digestive acids and
enzymes.

The digested food is absorbed through
the lining of the intestine and then enters
the bloodstream where it is carried to
the cells.

Large
Intestine
(Colon)

Ureter _

Stomach

Kidney

Small
Intestine
(Ileum)

Bladder



ostomy Care

Colostomy
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Purpose

A colostomy is a surgical opening in the large intestine, which is used to drain feces when part of
the colon is disconnected or removed due to accident or disease. The end of the remaining piece of
colon is brought out to the surface of the abdomen and stitched in place after it has been folded back
onto itself.

Some students have two stomas, either from a loop colostomy or from a double barreled
colostomy. In these cases, the last part. of the colon may not function, or only part of the colon may
have been removed. One of the stomas will function as the colostomy, where the stool comes out.
The other opening, which is closer to the rectum, is called a mucus fistula. No stool comes out of this
stoma, only mucus, which the colon normally makes. Some students who have colostomies like this
may occasionally pass mucus from their rectum when they sit on the toilet. The ostomy is covered by
a bag which collects the feces.

Single

Stoma Care

Colostomies

Double barrel Loop

The goal is to keep the skin and stoma clean and healthy. Goi 41 skin care is essential as discharge
from the ostomy can be irritating to the skin around the stoma. A properly fitting barrier should be
applied around the stoma to protect the skin from any leakage.

Suggested Settings
The child or care- giver empt ies the pouch in a private place, such as a bathroom or the healt

office and stoma care s done when needed. The hag should he emptied before it is full or if a leak
occur:~. Some children 1.lay want to have an extra change of clothes at school. A chili should be able
to participate in all school activities, including physical education.

Sugge,Qted Personnel and Training

so 'ma care can be done by the st udent , school nurse Or of her adult with h proven compel ency-
based training in appropriate techniques and problem management. School personnel who have
regular contact with a st mien! with a colostomy should receive general I raining, covering the child's
special health care needs and pot ent ial problems. as well as how to obi ain assist ance if problems
occur.
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The Health Care Plan: Issues for Special Consideration

Each st talent 's h ('are Plan must be tailored to individual needs. The following sect ion
covers the proved hire for colostomy care and possible problems and emergencies t hat might arise.
It is essential that. this section be reviewed before writing the Health Care Plan.

A sample Health ('are Plan is included in the Useful Documents sect ion of this manual. It may he
copied and used to develop a plan for each st talent . For a child with a colost only, the following it ems
should receive particular attention:

The student should have ready access to his her equipment and a private bathroom with a sink.
Depending on the child's ability, a goal should be to foster independence in performing his her
Own colostomy care.
The student may want to bring an extra change of clothing to school.
The student's baseline status (stool consistency. frequency, etc.)
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Procedure to Change a Colostomy Bag

Procedure
1. Explain procedure at the chill's level of

understanding.

2. Assemble equipment:

Points to Remember

By encouraging the child to assist in the
procedure, the care-giver is helping the student
to curb iet,e maxi in a m self-care skills.

Soap Cloth Skin Adhe- Skin Scissors Bag Measur- Gloves Tape
and prep sive barrier and ing
water belt guide

Mild soap and water
Soft cloth or gauze
Skin preparation (see child-specific
guidelines)
Adhesive

Scissors, if specified

Clean bag and belt, if needed
Measuring guide, if needed
Clean gloves if bag is to he changed by
someone other than student
'Pape, if needed

3. Wash hands and put on gloves.

4. Empty contents of bag student is wearing.

o. Carefully remove the used hag and skin
barrier by pushing the skin away from the
bag, instead of pulling the hag of the skin.

6. Wash the stoma area using clean cloth or
w.luze. DO NOT SCRUB.

7. Inspect skin for redness, rash, bleeding or
blistering.

Each student should hail(' (1 COM plete set-up
at schoo! with a spare bag.

11. there is ski n i rritat ion, cheek ch i 1d-specific
,yuickdines. Do not put meditation, ointment or
adhesily, on the damaged skill. Report skin
ir;'itation to school nurse and 'o)' pa rod.
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8. Pat stoma and skin dry.

9. If a skin barrier is used that requires fitting,
measure stoma per child-specific
guidelines. Place skin barrier on skin
around stoma.

10, Peel off hacking from adhesive on bag, or
apply adhesive to bag, if needed.

11. Remove used gauze and discard in
appropriate receptacle.

12. Center the new bag directly over the stoma.

13. Firmly press the bag to the skin harrier so
t here are no wrinkles and no leaks.

14. Remove gloves and wash hands.

15. Document in log t that the procedure was
done.

Corer stoma with .01 ze if necessary to prevent
lea ;awl,.

II i hated, open the hag to allow ill a small
anion nt (dal); then seal the drain. 11(r belt is
used tolasten Img, attach to bag.

Report to pa rent any change stool pattern.



Possible Problems

Observations

Odor

Leakage

Bleeding from Stoma

Irritation/Skin Breakdown around Stoma

Skin Is Raw or Weeping

A Rash with Small Red Spots

Change in Stool Pattern

PliffiECT SCHooL CAIZE-G1 )ELINP, PR cARE

Reason/Action

A proper! y cared fin. colostomy should not have
a persistent odor: If there is all WM; Cheek fin* a
leak in the bag orfi) a poor seal.

(lied; to see if bag is too.l'all, or if it has a leak.
Other muses include inadequate Or ineprofx,r
stoma care; improper bag size jbr stoma; or a
change in stool pattern (diarrhea).

The stoma is very easily irritated. This may
happen if it is rubbed too hard during
cleaning, or if nicked with a fingernail.
Usually the bleeding stops quk.kly. If it doesn't,
apply gentle pressure and not the parent. hf a
large area of the stoma appears to be bleeding,
otify the parent or the doctor.

Usually this is due to improper stoma care,
such as poor .seal of the bag or inadequate
barrier On the skin. If the skin is just red, make
sure that skin barrier is properly applied. Also,
check that the student is not using any nen'
barrier or adhesi ?I)? preparation (possible
allergic reaction).

Contact the pawn( or doctor

There may be a yeast infection. Clean and dry
the skin carefully and notify the parent.

If the student is having either looser stools than
&lbw, or mach fewer, notify the parent. This

y be due to diet changes or illness.

,
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General Information Sheet
Children with Colostomies

Dear ('Lacher, lunch aide, bus driver, etc.):

(Student) has a condition that requires a
colostomy. This is an opening on the surface of the abdomen into 01,, large intestine, which allows the
body to eliminate stool because the child is unable to do so. The opening, or stoma, is covered by a
plastic pouch which serves as a container for waste until it can be emptied. The child or another
person empties the pouch and cleans the stoma when needed in the bathroom.

Unless the student has a condition that otherwise interferes with his or her participation in
physical education or other activities, there is no reason that he or she cannot participate fully. It is
very difficult for a stoma to be injured. It can be bumped, leaned on, or slept on without problems.
The pouch is firmly attached and should not come off under normal circumstances. The student
should be allowed easy access to private bathroom facilities.

If the student has any problems with his/her colostomy, contact.:

These staff members have been trained to deal with any problems that may arise with this student.

For more information about colostomies or the student's needs, consult, the school nurse or the
parent.
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ileostomy

Purpose
An ileostomy is a surgical opening in the small intestine which is used to drain feces if the colon

has been removeu, or is unable to be used due to disease or injury. The end of the ileum is brought out
to the surface of the abdomen and is stitched in place after it, has been folded back onto itself.

The stoma may seem to protrude like a nipple, unlike the flatter stoma in a colostomy. This is
because the fecal matter from ileostomies is very irritating to the surrt anding skin, and the nipple
helps to direct the drainage into the ostomy bag. Because food is not completely digested without the
colon, discharge from the ileostomy stoma is usually pasty, but may be watery. Discharge will be fairly
constant, with more after meals and a little less during the night. Foods that are difficult to digest,
such as tomato skins or corn, will be passed from the ileostomy looking very much the same as when
eaten. Students with ileostomies must be careful about what they eat so the ileostomy does not
become blocked.

Another type of ileostomy, now used in some children, is the continent ileostomy. In this type of
ileostomy, the surgeon makes an internal pouch from the end of the ileum under the skin. A valve is
also made from the end of the intestine, which keeps most gas and the stool inside the pouch until it
is emptied. The internal pouch is emptied four to six times a day by putting a catheter into the valve
and draining the contents. Children with a continent ileostomy will still have a stoma, but their stoma
care is usually simpler than with the other type of ileostomy.

Stoma Care

The goal is to keep the skin *.,nd stoma clean
and healthy. Good skin care is essen. al, as
discharge from the ostomy can be in itating to
the skin around the stoma. A properly fitting
barrier should be applied around the stoma to
protect the skin from any leakage.

Suggested Settings
The child or care-giver empties the pouch

in a private place, such as a bathroom or the
health office and does stoma care when
needed. The bag should he emptied before
it is full or if a leak occurs. Some students may
want to have an extra change of clothes at
school. The student should be able to partici-
pate in all school activities, including physical
educat ion.

Ileostomy
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Suggested Personnel and Training
Stoma care can be done by the student , school nurse or other adult with proven competency

based training in appropriate techniques and problem management . School personnel who have
contact with a student with an ileostomy should receive general training, which covers the child's
special health care needs and potential problems, as well as how to obtain assistance if problems
occur.

The basic skills checklist included at the end of the manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines specific procedures step-by-step.
Once the procedures have been mastered, the completed checklist serves as documentation of
training.

The Health Care Plan: Issues for Special Consideration

Each student's Health Care Plan should be tailored to individual needs. The following section
covers the procedure for ileostomy care, as well as possible problems that might arise. It is essential
that these guidelines he reviewed before writing the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be
copied and used to develop a plan for each student. For a student with an ileostomy, the following
items should receive particular attention:

The student should have ready access to the necessary equipment and a private bathroom
with a sink.

The student should be encouraged to learn to perform his or her ostomy care independently
depending on ability.

Some children with ileostomies may require a modified diet.
The student's baseline status (stool consistency, volume, etc.).

tutu
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Procedure for Changing an Ileostomy Bag

Procedure Points to Remember
1. Explain procedure according to child's level

of understanding.

2. Assemble equipment :

By cocoa rag i lig the eh to assist i se the
prayed u tv the ca tv-gi rer is het pi ng the ch ild to
ach iere out.ei mu in sell= r(leskills.

Soap Cloth
and
water

Skin Adhe- Skin
prep sive barrier

Scissors Bag
and
belt

Measur-
ing
guide

Gloves Tape

Mild soap and water
Soft cloth or gauze
Skin preparation
Adhesive

Scissors, if specified

Clean bag and belt, if needed
Clean gloves (if bag is to be changed by Each student should ha re (I complete et -up
someone of her than student.) at school with a spa re bag.

Tape, if needed
Catheter. if con' inent ileostomy

3. Wash hands and put on gloves. Not necessa ry st wield is doi prowd et re
u ',assisted.

4. Empty contents of used bag into toilet .

5. Carefully remove the used bag and skin
harrier by pushing the skin away from 1 he
bag, instead of pulling the hag off the skin.

I /'a ski ha prier is used that 'rye' i i tog.
1110(1tillir Si0111(1.

. Wash the stoma using clean cloth or gauze. DO NOT SCRUB THE STOMA OR
Cover the stoma with gauze or clot h and THE SKIN.
clean the skin around the stoma.
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7. Inspect the skin for redness, rash or
blistering.

8. Pat skin dry.

9. Place skin harrier on skin around stoma.

10. Peel off backing from adhesive, or apply
adhesive to bag if necessary.

11. Remove gauze.

12. Center the new hag directly over
the stoma.

13. Firmly press the bag to the skin harrier so
there are no leaks or wrinkles.

14. Remove gloves and wash hands.

lI. Document in log that procedure was
completed.
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lithely' is skin irritation, check eh ild-speeitic
gn Net nes. Do not put medication, ointment or
adhesive on 110' damaged skin. Report skill
irritation to school nurse and or pc rent.

p- italic°, led, open the bag to allow III a small
amount (01 it: then seal drain.

Revul to the parent any eha SI001
pattern.



Possible Problems

Observations
Odor

Leakage

!lieut. ling from Stoma

Irritation .Skin Breakdown around Stoma

Skin Is Raw or Weeping

flash with Small Red bots

Change in Stool Pattern

Pm tart' sctiot )LeAREGVIDELINES FOR CARE

Reason/Action

A proper! y red ji,t. ileostom should not ha re
1eSisle111 (40: 1 11 ()dm; cherktOr

rr te pi. °peel y elm n.y1 btly or belt. or u leak
roe, eul the stoma or in the bag itself:

f. lurk to see if bag is too lrrll or hors u kith'. Willer'
(111151'S 1.11011111101te i err proper care,
wrong bag si ze fin. SIOnni Or 410 HT' ill M11011111
1//:OI11 (bit ilium,.

The stoma is very easi l y ritated. 7711.ti y
ha ',pen if it is rubbed too ha ryl el Jeri leg clea te-
lig, 01' 1,1. 11irked 1141h a 1.1. rrc/er nail. Usually the

bleed stoim gee /clay. if it doesn't, a yid y gentle
pressu re a led vet ify the patriot. Ila 1ot-ileum1
of the stoma a ppea rs to be bleeding, not it'll the
pa rent or the doctor

l'sna 11 y 1.51111 111111rOptir S10111(1 MO' 01' 10

(111 i nadequate ba 'Tier on the skin. Fecal d is-
rgefrone ileostone les is wry rri tat i ng to the

sk el lee to the reSt'llee ed digest ire fee ices i n
(hell te id. 771(11 (lien', it is. Very 11111)01'N Id it) 11(11'C

prOper Se01 011(1 tikin barrier Also, check that
the st intent is not using any new prepa rat ion
that on ight be ca using (111 allergic tract ion.

('ontat the pa rent or doctor

Th is ma y be a yeast iWertion. (lea re and (fry
the skin carefall y and not ify the 110

If the st intent either has 11101V irately 510015
111011 u.sna I or has not had anydiSeharyell'0111
1110 ifrS10111,11, 1101ify flee pa rent. 77e is pray be
(1111' OP WO (101.11yeS Or 1111etiti.
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General Information Sheet
Children with Ileostornies

Dear (Teaches; lunch aide, bus driver, etc.):

(St udent ) has a condition that requires an
ileost9nzy. This is an opening on the surface of t he abdomen into the small intestine, which allows the
body to eliminate stool because the child is unable to do so. The opening, or stoma, is covered by a
plastic pouch which serves as a container for waste until it can be emptied. The child or another
person empties the pouch and cleans the stoma, when needed, in the bathroom.

Unless the student has a condition that otherwise would interfere with his or her participation in
physical education or other activities, there is no reason that he or she cannot participate fully. It is
very difficult for a stoma to he injured. It can be bumped, leaned on or slept on without problem. The
pouch is firmly attached, and should not come off under normal circumstances. The student should
he allowed easy access to private bathroom facilities.

If the student has any problems with his/her ileostomy, contact :

These staff members have been trained to deal with any problems that may arise with this student.

For more information about ileostomies or the student's needs, consult the school or parent .
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Urostomy

Urinary SystemStructure end Function
The urinary system filters waste material from the blood and eliminates it from the body as urine.
Kidneys: Two bean-shaped organs, one at

each side of the spine at the back of the upper
abdon.?n, which regulate the amount of water
and salt in the body. Ninety percent of water
that the kidneys remove from the blood is
recycled back into the blood, after filtering out
waste.

Blood Vessels: :..znal arteries carry blood
from the main artery to the kidneys where Stomach
waste is filtered out; the renal veins take
cleansed blood away from the kidneys. Large

Ureters: Narrow tubes that carry the waste intestine.... Kidney
liquid (urine) from the kidneys to the bladder. (colon)

Bladder: Reservoir for storing the waste
liquid (urine) until it is ready to be discharged
from the body.

Ureterrrethra: Tube leading from the bladder to
the t. :tside opening of the body.

Meatus: The external opening.

In boys, at the tip of the penis.
,7 BladderIn girls, between the labia, just. above intestine

the vagina. (ileum)

Purpose
A urostomy, or urinary diversion, is an artificial site for urine to come out of the body. A urostomy

is made by a surgeon when the bladder has been removed or has been bypassed. Like other types of
ostomies, the stoma for the urostomy is on the abdomen, and the urine drains into a bag or pouch.

There are two common kinds of urinary diversions. The first type is an ileal conduit, where the
ureters are attached surgically to a piece of the small intestine, and then brought out to i he surface of
the abdomen to form a stoma. This looks like an ileostomy but stool does not drain out. The second
type is a ureterostomy, where both or one of the ureters are brought directly out to the surface of
the abdomen. Sometimes the stomas in ureterostomies will he pale pink, or look as if they are covered
by skin. Because the bladder has been bypassed, the urostomies will continuously drain urine into the
hag or pouch.

Single stoma

Urostomies
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Ureters
joined to
piece
of ileum

Ileal conduit
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Some children will have a third type of
urostomy, called a vesicostomy. This is an
opening from the bladder directly to the surface
of the skin. Some vesicostomies are called
"continent," if the surgeon has made a pouch
out of the bladder under the skin to hold the
urine inside it until it is drained with a catheter.
Continent vesicostomies also have a stoma. The
more usual type of vesicostomy allows the urine
to drain continuously into a bag or dressing
covering the stoma. Most vesicostomies are used
as temporary means of draining urine.

Stoma Care
Vesicostomy

The goal is to keep the skin and stoma clean and healthy. Good skin care is essential as discharge
from the ostomy can be irritating to the skin around the stoma. A properly fitting barrier should be
applied around the stoma to protect the skin from any leakage.

Suggested Settings
Stoma care should he done in a private place, such as a bathroom or the health office. The bag

should be emptied before it, is full or if a leak occurs. Some students may want to have an extra
change of clothes at school. The student should be able to participate in all school activities, including
physical education.

Suggested Personnel
Stoma care can be done by the student, school nurse or other adult with proven competency-

based training in appropriate techniques and problem management.. School personnel with regular
contact with a student with a urostomy must receive general training, covering the child's special
health care needs and potential problems, as well as how to obtain assistance if a problem occurs.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines specific procedures step-by-step.
Once the procedures have been mastered, the completed checklist serves as documentation of
training.

The Health Care Plan: Issues for Special Consideration

Each student's Health Care Plan should be tailored to individual needs. The following sect ion
covers the procedures for urostomy care, as well as potential problems that might arise. It is essential
that these guidelines he reviewed before writing the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be
copied and used to develop a plan for each student . For a st talent with a urostomy, the following
items should receive particular attention:

The student should have ready access to his or her equipment and private bathroom facilities
with a sink.
Depending on the student's ability, he or she should be encouraged to perform urostomy
self-care independently.
lirostomies should not have an odor. If present, an odor may indicate inadequate care or a leak
The student may want to bring a change of clot hint; t o school.
The student 's baseline status (urine volume and cokr, etc.)

f
.
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Procedure to Change a Urostomy Bag

Procedure
1. Explain procedure at the child's level of

understanding.

2. Assemble equipment :

Points lb Remember
13y encouraging the child to assist i n the
procedure the care-giver is helping Ow child
to achieve maxim u in self-care skills.

Soap Cloth Skin Adhe- Skin Scissors Bag Measur- Gloves Tape
and prep sive barrier and ing
water belt guide

Mild soap and water
Soft cloth or gauze
Skin preparation
Adhesive

Scissors, if specified

Clean bag and belt, if needed
Container to clean and store used bag
Disinfectant solution for cleaning bag
Clean gloves (if bag is to be changed by
someone other than the student.)
Tape, if needed
Catheter, if a continent vesicostomy

3. Wash hands and apply gloves.

4. Empty contents of used bag into toilet.

5. Carefully remove the used bag and skin
barrier by pushing the skin away from the
bag, instead of pulling the bag off the skin.

6. Wash the stoma using clean cloth or gauze.

)
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Each child should hare a complete set-up at
school with a spare bag. For ureterostomies, the
bag should ha an ant i-trflux vali,e to prel,ent
urine.from goi ng back into the stoma.

f a skin barrier is used that requiresfittig,
meant re stoma per ch i 1d-specific i del i nes.

Corer the stoma with gauze or cloth and clea
the skin a mu nd the stoma. DO NOT SCRUB
THE STOMA OR THE SKIN.
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7. Inspect the skin for redness. rash or
blistering.

8. Pat skin dry.

9. Place skin barrier on skin around stoma per
child-specific guidelines.

10. Apply adhesive to bag, or peel off backing
if the adhesive is already on the bag.

11. Remove gauze first.

12. Center the new hag directly over the stoma.

tf then, is skin it check eh ihtsixrtfie
gulden nes. Do trot pia medication, ointment

adhesi ve on the damaged ski tt. Report skirl
irritation to school nurse and or paeNt.

13. Firmly press the bag to the skin barrier so ilidirlited, Opel1 the lk1 to allow in a small
there are no wrinkles or leaks. amount grail; then seal bottom, rJ tire bag has a

bottom drai tr.

14. Remove gloves and wash hands.

15. Document. in log that procedure was
corn plet ed.

1?eport parent any cha toy in urine pattern.
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Possible Problems

0 Observations
Odor

Leakage

Bleeding from stoma

Irritation/skin breakdown around stoma

Skin is raw or weeping

A rash with small red dots

Decrease or change in the flow of urine

95
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Reason/Action

Fresh urine should not Italy' an odor If there is
an odor, cherklbr an improperly cleaned bag or
belt, or a leak around the stoma or in the bag
itself. URINARY TRACT INFECTIONS MAY
CAUSE THE URINE TO HAVE A STRONG
SMELL.

Check to see if the bag is too full or has a leak.
0t1::.r (gases r include inadequate or improper
stoma care (such as inadequate adhesive), or
incorrect bag size fur the stoma.

The stoma is very easily irritated l'his may
happen if it is rubbed ton hard during clean ng
or if nicked with a fingernail. Usually the
bleeding stops quickly. If it doesn't, apply gentle
pressure and notify the parent. 10 large area
of the stoma appears to be bleeding, not the
parent or the doctor

Usually tit is is due to improper stoma can', or
to inadequate barrier on the skin. Also, check
that the student is not using a n y new
preparation that might he Cans' ny an allergic
reaction.

ContOet patent or the doctor

This nut y be a yeast infection. (`loan and dry
the skin ca tyfully and notify the parent.

Th is may occur if the ureterostom y has
tut rmwed. Not ify the parent (d any rho
in Uri ?teflon'.
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General Information Sheet
Children with Urostomies

Dear (TINicher, lunch aide, bus driver, etc.):

(Student) has a condition that requires a
urostomy. This is an opening on the surface of the abdomen, which allows the urine to come out of
the body when the student. is unable to pass urine in the usual way. Depending on the child's

condition, the opening will be in different parts of the urinary system. The opening, or stoma, is
covered by a plastic pouch which serves as a container for waste until it can be emptied. The child
or another person empties the pouch and cleans the stoma, when needed, in the bathroom.

Unless the student has a condition that otherwise would interfere with his or her participation in
physical education or other activities, there is no reason why he or she cannot. participate fully. It is
very difficult for a stoma to be injured. The pouch is firmly attached, and should not come off under
normal circumstances. The student should be allowed easy access to private bathroom facilities.

If the student has any problems with his/her urostomy, contact:

These staff members have been trained to deal with any problems that may arise with this student..

For more information about urostomies or the student 's needs, consult the school nurse or the
parent .

Nfi
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Disorders Affecting the Respiratory System

Many disorders and conditions can affect the respiratory system and cause the need for oxygen,
suctioning, tracheostomy or ventilatory assistance.

Disorders of the nervous system that. may affect the strength and effectiveness of
respiratory movements:

Brain damage from inadequate oxygen due to head trauma, drowning, suffocation or other
accidents.
Spinal cord injuries.

Neuromuscular disorders such as polio and Lou Gehrig's disease.

Disorders of the muscles that may affect the strength and effectiveness of the respiratory
movements:

Injuries to the chest wall or the diaphragm.
Conditions such as muscular dystrophy.

Problems of the upper airway that may affect passage of air to and from the lungs:

Structural problems of the na.sal,oral cavity, such as cleft palate or blockage of the nasal
passages (choanal atresia).

Disorders affecting the ability to swallow, such as muscular dystrophy, cerebral palsy, and burns
of the airway.

Blockages caused by tumors, swelling, and scarring that narrow the airway.

Problems of the lower airway that may affect passage of air or normal respiratory
function:

Swelling, scarring and other structural blockages in the trachea.
Cystic fibrosis, which causes increased amounts of thick mucus in the lung and airway.
Bronchopulmonary dysplasia, causing chronic oxygen dependency due to lung scarring.
Asthma, which may also necessitate chronic oxygen use.
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Oxygen Use

Purpose
Oxygen is used to provide oxygen needed for body functions, to relieve shortness of breath and to

reduce the workload of the heart.
Oxygen use is indicated for physical conditions in which a child is unable to get enough oxygen

into the body, or needs more oxygen, such as chronic lung conditions like bronchopulmonary
dysplasia (BPD) or cystic fibrosis (CF), or heart problems.

Suggested Settings
Wherever the child is.

* * WARNINGMERE SHOULD BE NO SMOKING, OPEN FLAME OR HEAT SOURCE CLOSE
TO THE OXYGEN; THIS MAY INCREASE THE RISK OF FIRE. EQUIPMENT AND OXYGEN
SUPPLY MUST BE CHECKED AT LEAST DAILY, OR MORE OFTEN, DEPENDING ON THE
EQUIPMENT.* * *

Suggested Personnel and Training
Oxygen may be administered through a nasal cannula or a mask by the school nurse or other adult

with proven competency-based training in appropriate techniques and problem management.
Use of tracheostomy collars requires a registered nurse or respiratory therapist with training, due

to the care needs of the child with a tracheostomy.
Any school personnel with regular contact with a student who requires oxygen must receive

general training, covering the child's special health care needs and potential problems, as well as how
to implement, the emergency plan.

The basic skills checklists included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. They outline specific procedures for oxygen
use step-by-step. Once the procedures have been mastered, the completed checklists serve as
documentation of training.

The Health Care Plan: Issues for Special Consideration
Each student's Health Care Plan must be tailored to individual needs. The following section

covers the procedure for oxygen use and possible problems and emergencies that may arise. It is
essential that this section be reviewed before writing the Health Care Plan.

A sample health Care Plan is included in the Useful Documents section of this manual. It may be
copied and used to develop a plan for each student.. For a child who requires oxygen, the following
items sl. ould receive particular attention:

The student's underlying condition and possible problems associated with the condition or
treatment .

Oxygen safety precautions including posting of "Oxygen in use" warnings.
Spare oxygen supply and safe storage when not in use.
Adaptation of classroom for necessary equipment and storage (length of tubing, oxygen source).
Signs and symptoms shown by the st udent when not receiving adequal e oxygen (cyanosis,
agitation or distress.)
The student's baseline status, including color, respiratory rate, pulse and blood pressure.
The child's ability to request oxygen or assistance.

The percentage andior litre flow of oxygen prescribed.
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Respiratory System

Structure and Function
Breathing is the use of oxygen as a source of energy for the body, and the exchange of oxygen for

carbon dioxide. The exchange of these gases takes place in the alveoli (tiny air sacs) of the lungs.
The respiratory system can he divided in two parts: the upper airway and the lower airway.
The Upper Airway: Air enters the body through the nose and mouth to reach the pharynx (hack

of the throat), before passing through the larynx (voice box) to the trachea (wind pipe).
As air enters the nose, larger dust particles are filtered out by the hairs in the nostrils. The air

then passes through the nose, where a large area of moist mucus membrane adds moisture and warms
the air to body temperature, When air reaches the back of the throat, bacteria and viruses are again
filtered by the tonsils and adenoids.

Air then passes through the larynx and down into the trachea. This passage of air through the
larynx during inhalation (breathing in) and exhalation (breathing out) is essential for normal speech
production.

Mucus comes from the tissues that line both the upper and lower airway. When this fluid is not
warmed and humidified in a natural way, the mucus can dry and partially or completely solidify,
causing a blockage in the airway.

Upper
airway

Lower
airway

Nostril

Tongue
Pharynx --
Larynx
Trachea

Trachea

Right
bronchus

Bronchiole
Alveoli

Tonsil
Adenoid

Esophagus

Left
bronchus

Diaphragm

The Lower Airway: The trachea divides into the two main air tubes (the right bronchus and the
left bronchus). Each bronchus subdivides into smaller bronchi that enter each lobe of the lungs. The
bronchi then subdivide further into smaller ducts that enter each individual alveolus (air sac). It is
here t hat the actual exchange of oxygen and carbon dioxide takes place.

The lungs occupy most of the chest cavil y. They are clam is tit runt tires cont inuously filling and
shrinking with each breath of air.

The main muscles of breathing are t he diaphragm and the intercostal muscles, located bet weer'
the ribs (luring normal breathing. The breathing (respiratory) rate in an adult is about 12-1ti times a
minute, in a baby about 24-36 I Imes a minute. and l 6-20 times a minute for a school-age child. In any
person the se rates will vary depending on exercise, excitement and illness.
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Oxygen Safety Precautions

Do not smoke or allow open flames, heaters, or radiators near oxygen.

Never permit oil, grease or highly flammable material to come in
contact with oxygen cylinders, liquid oxygen, valves, regulators or
fittings. Do not lubricate with oil or other flammable substances, and
do not handle equipment with greasy hands or rags.

Never put anything over gas cylinder.

Know who the home oxygen supply company contact person is; have
number posted in an obvious place.

Return any defective equipment to the authorized company for
replacement.

Have spare oxygen readily accessible, based on the student's needs.
This should be stored safely in a secure place.

Extra tubing and tank equipment (wrenches, etc.) must be kept in an
easily accessible place.

If using oxygen gas, be sure that the tank is securely placed in its stand
and cannot fall or he knocked over.

Be careful that the oxygen tubing does not become kinked, blocked or
disconnected.

Use only the flow meter setting prescribed by the child's doctor.

The local fire department should be notified that oxygen is in use in the
school.
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Equipment

Oxygen sources:

Oxygen gas in a cylinder (tank)
The amount of oxygen available in the tank is indicated by the pressure gauge on the tank.

Ta.nk stand

Regulator (pressure) valve

Wrench for valve

Oxygen liquid in tank (thermos)
The amount of oxygen available is indicated by the pressure gauge.

Tank carrier

Oxygen concentrator (an electric machine that extracts oxygen from the room air) needs an
electric outlet (usually not portable).

The oxygen is given to the child from the source by tubing which is connected to a mask, a nasal
cannula, or a tracheostomy collar.

Tracheostomy
collar
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Nasal Cannula

A nasal cannula is used to deliver a low to moderate concentration of oxygen. It can be used as
long as nasal passages are open; deviated septum, swelling of the passage, mucus, or polyps may
interfere with adequate oxygen intake. It is easy to use. Eating, talking and coughing are possible.

Procedure
1. Assemble equipment:

Cannula and tubing (plus ext ra connecting
tubing)
Oxygen source

Humidity source
Adaptor to connect. tubing

Scissors

2. Wash hands.

3. Attach cannula tubing to oxygen source
securely.

4. Set liter flow on the flowmeter as prescribed
by the doctor. NEVER CHANGE THIS
SETTING WITHOUT FIRST CONTACTING
THE DOCTOR.

5. Check cannula prongs to make sure that air
is coming out .

6. Insert prongs into child's nose. MAKE SURE
BOTH PRONGS ARE IN THE NOSTRILS.

7. Wash hands.

S. Document procedure and problems in log.

102

Points to Remember

Ertra con nert big t add ny may be used to
ewase mobil Pm

Scissors a ty, used to t adaptor to si:e.

Make sum (1 j11 oper adaptor is aryl liable for Ilw
oxygen swore. Cheek that lank has enough
oxygen. Attach ha ink/117er myleed. (leek
that all iCIVS (Ire seed t igli 11 y to prevent
leaks.

lb h igh a n arygen,t7me may irritate the nose.
Oyer a long I i me, too h igh oxygen concetra
I kill Ma .11 111 /11 r(' the lit itgti. 1.0011 concerto, ,
that theihnr rate is i tut pinwpriate, contact the
doctor

11(11(1 Wm tip to your ha 0 (n. cheek toleel.tir
i r emu i

Gentl y ((serf prongs 1010 the eh nostrils
(one i r1 each 51(k). Loop the I obi lig over each r
((11(1 then n nder the (1110 tiCellc by tiliding the
clasp up 11 ((der the eh i lifake SIIIV that it is
ctatOrtable fin the eh Jed. If the eh i Id is not
comfOrtable, the ea me tau t rad mall bc
rrtrv'(I bch hill the head nil Itcr t It 'Hider
the eh in.

.V(41:1,1/ lrrr r rrt Ot rt tr,t olllen(S,

.
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Oxygen Mask

An oxygen mask can be used for mouth or nose breathing. An advantage is that it can deliver
higher or lower concentrations of oxygen than the nasal cannula, and is useful when nasal passages
are blocked.

Procedure
1. Assemble equipment:

Appropriate size mask( and tubing (plus
a spare)

Extra connecting tubing plus adaptor
Appropriate oxygen concentration valve,
if indicated for a mask
Oxygen source and back-up tank
Humidity source

2. Wash hands.

3. Attach appropriate size mask with oxygen
concentration selection valve (if indicated)
to tubing and oxygen source.

4. Set oxygen flow on flowmeter to the rate
prescribed by the doctor. DO NOT CHANGE
SETTING WITHOUT FIRST CONTACTING
THE DOCTOR.

5. Set. the prescribed oxygen concentration on
mask valve, if present.. DO NOT CHANGE
THIS SETTING WITHOUT FIRST CON-
TACTING THE DOCTOR.

6. Check that oxygen flow is coming out of the
mask.

7. Place the mask over the child's nose and
mouth.

8. Wash hands.

$i. Document procedure and problems in log.

Points to Remember

Oxygen
concentration
valve

Oxygen
tubing

Tubing to
humidifier,
if needed

Certain types of masks have valves that deliver
different concentrations (1f-oxygen (venti-
masks). Not all masks will have valve -s. Make
sure that oxygen source has an adequate supply
qf oxygen. Attach humidit y source, if prescribed.

Tho high a flow raiz, may cause irritation to the
skin. In masks that use concvntration valves,
the concentration of oxygen delivered depends
nn the, Pion' rate (Marked on valve).

Some masks have valves with different concen-
tration settings; others have separate val.vesfor
each concerti ration. Make sure that appropriate
,f70147 rate is set as well as concentration on
humidifier

Hold mask up to your cheek to,frel a it-flout If no
flow is,felt, check arygen supply, connect ions,
flit, rate and NI bi ng,for obstruct ion.

Tighten the elastic band over the child's head
andpi nch mask over the bridge cif the nose for a
good fit. Make sure that therhild is comfewtable
with the ma,sk.

Not 'icy pa rent Of ti y proidems.

q
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Tracheostomy Collar

The collar is one means of delivering oxygen or humidified air to the tracheostomy. The
tracheostomy collar may be used with a humidifying device and tubing:

For a student who has thick, sticky secretions (mucus) which are difficult to cough up.
When the air is dryer than what the student usually breathes, which may cause plugging of the
trach due to increased stickiness of secretions.
Oxygen is to be administered to the student at a specific oxygen flow rate or concentration.

Procedure Points to Remember

1. Wash hands.

2. Assemble equipment:
Extra nebulizer'humidifier
Heating device, if indicated
Wide bore tubing

Trach collar
Green tubing
Nipple adaptor

3. Unwrap humidifier device; place cover on
as described.

4. Dial percent of oxygen as ordered.

5. Connect to compressed air oxygen source.

6. Connect to heater if required.

7. Take wide bore tubing and place one end on
the collar and the other on the humidifier
or heater.

8. With compressed air oxygen source on,
look at mist at the end of tubing. You should
see a fine mist when held up to the light.

9, Place .llar on child's neck over
tracheostomy tube in the midline.

10. Wash hands.

1 1. Document procedure and problems in log.
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There are several t ypes (y. hum idificat ion
devices. Check child-specific guidelines.

,Some (.11ildi-en y only require
compressed a it-.

.S`ottle ildren y use mol l l i ist.

th is is not /)writ, check that all con nee-
t ions are On securely and compressed a ir
oxygen isflowi Turn On h i.ghejlow then
r ('tu ro to, flow ordered to see if mist is present.
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Problems That Require Immediate Attention
for Children Requiring Oxygen

Observations Reason/Action
The child shows any of the following signs of Cheek a. rygen,f7ow: if weak or ina ateflotc:
respiratory distress:

Increased shortness of breath (lurk equipment
Agitation Make sure mouth and nose are not obstructed

.froin 160(1 or mucus.

Blueness or pallor of the lips, nails or ear lobes Make sure to uk is not empty or dOect i re. Ifs°,
replace with hack -up tank.

Pulling in of the muscles at the neck or chest Make sure trach collar iti not out of position or
obstruct i try the t ?Yu* tube.

Confusion, dizziness or headache Make sure valve, nyulato: a ndf7owmeters are
on proper set 1 lugs.

Rapid or pounding pulse Make sure tubing is not blocked or kinked.
Check all eon nectionsfront oxygen sou ire to
child.
Make sun' tubing. mask, Ca h Ida orcollarare
not blocked.

Make sit Y' h amid ifier bottle is properly
attached.

The child remains in respiratory distress despite INITIATE EMERGENCY PROCEDURE AND
receiving adequate oxygen flow, has a NOTIFY PARENTS. BEGIN CPR IF NEEDED.
respiratory, arrest. or becomes unconscious.

Other Potential Problems

Rednes:,. dryness, or bleeding of the skin

1()

May lie due to irritation front the deriee
from insalticient humidity

pa rent to discuss problem with doctor:
a soothing cri-am or lot ion may b(' trgitired.

.1\7:1IER 1 'SE POWDERS 0,N7 THE FACE.



PROJECT SellOOL CA RE-GlI":1,INES Ir()R CARE

General Information Sheet
Children Who Use Oxygen

Dear ('lbacher, lunch aide, bus (Liver, etc.):

(Student) has a condition that requires the use of additional
oxygen. When used appropriately, this is a safe method that allows the child to be normally active.
Oxygen is kept in a small tank or thermos and goes everywhere the child does. The oxygen is given to
the child through a mask or small plastic tubing close to the child's nose. Children with
tracheostomies receive oxygen through a collar which fits over the tube. Some children need oxygen
continuously, while others may only need it intermittently.

Depending on the child's condition, she or he may be able to participate in many regular school
activities with some modifications, which are determined by the school staff, the parents, doctor and
school nurse. THERE SHOULD BE NO SMOKING OR OPEN FLAMES IN THE ROOM WHERE
OXYGEN IS BEING USED. THE OXYGEN TANKS SHOULD NOT COME INTO CONTACT WITH OIL,
GREASE, GREASY HANDS OR RAGS.

Specific emergency plans will be developed for (Student). It is
recommended that you participate in CPR training. It is also important to learn how to recognize the
warning signs of breathing problems.

If the student has any problems with his/her breathing, contact.

These staff members have been trained to deal with any problems that may arise with this student..

For more information about oxygen use, or the student's needs, consult the school nurse or the
parents.
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Tracheostomy

Purpose
A tracheostomy (trach) is a surgical opening

into the trachea (windpipe) in the neck, which
allows air to go in and out of the lungs. The
opening in the neck is called a stoma. A metal or
plastic tube, called a tracheostomy tube, may be
inserted through the stoma into the trachea;
other children may not need a trach tube. There
are various types of tracheostomy tubes which
are held in place with a tie around the neck.

Into.IEUT SCI1( 1, CARE 61'11 )ELINES FOR ('ARE

Some children will have a tracheostomy because of an injury or condition that requires bypassing
the normal breathing passages. Other children require a tracheostomy because of neurological,
muscular, or other conditions that make it difficult, for them to breathe effectively or to clear
secretions or mucus out of their breathing passages without assistance. A tracheostomy allows
long-term access to a ventilator or respirator (breathing machine), as well as an easy way to clear the
windpipe of mucus. Many children with tracheostomies are able to speak. Most are able to eat. and
drink by mouth but may need dietary modifications.

Suggested Settings
Children with tracheostomies, in most cases, can attend a regular classroom. Some may need to

he accompanied by a trained care -giver at all times while in the educational setting or during
transport. Many children with trachs participate in regular school activities, with modifications that
should be determined by the parents, doctor, school nurse and school staff. All staff in contact with
children with tri-cheostomies should have specialized CPR training. They should be able to
recognize signs of breathing difficulty and should know how to activate the emergency plan
for their setting.

Children with tracks should avoid areas with a lot of dust or other airborne particles such as chalk
dust.. This is because the air the child breathes enters the lungs directly, without being filtered,
humidified and warmed by the nose and mouth.

Regular tracheostomy care prescribed to maintain the child's health and function should be done
at home. However, if additional regular care is required, it should be done in a private, clean area,
such as the health room. In an emergency, care should be given wherever the child is. Therefore, it is
imperative that a complete set of equipment for trach care, as well as a manual resuscitator and a
spare trach t ube be with 1 he child at all t hues.

1 (17
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Suggested Personnel and Training

Tracheal care for children who require daily, in-school care such as suctioning, saline installation,
use of a trach collar or other regular care should be provided by a registertd nurse or respiratory
therapist unless state medical and nursing practice standards specify otherwise. These care-
givers should have proven, competency-based training in appropriate techniques and problem
management.

We are aware of the different service delivery models available for tracheostomy care, which
utilize non-medical personnel. Our recommendations are conservative and are based on the following
issues:

The lack of standardization in nursing and medical practice.
The highly technical nature and potential risk to th child.

Under some circumstances, after a child with a trach has been in the school setting for a year or
two and it is clear that the child's medical condition is stable or improving, it may be appropriate for
the health care team and the parent to consider using a non-medical care-giver who has received
appropriate training.

Some students need less frequent care or require no routine trach care at. all. The decision
regarding the placement of the care-giver for this student must he made by the parent, the student 's
physician and school nurse, based on the student's medical condition, tracheal care needs and
adaptation to school. Other considerations should include the varied locations of the student in the
school, and the school nurse:pupil ratio. A school nurse should be in the building at all times.

If the trained care-giver and back-up personnel are unable to be available on a given school day,
the student should attend school. However, an optional arrangement. could be made between the
school and the family where the parent would be available to attend school, to function as the
care-giver for the child.

Any school personnel with regular contact with a student with a tracheostomy must receive
general training that covers the child's special health care needs and potential problems as well as
how to implement the established emergency plan.

The basic skills checklists included at the end of this manual can he used as a foundation for
competency-based training in appropriate techniques and problem management. They outline
specific procedures step-by-step. Once the procedures have been mastered, the completed checklists
serve as a documentation of training.

The Health Care Plan: Issues for Special Consideration
Each student's Ilealth Care Plan must he tailored to individual needs. The following sections

cover the procedures for tracheostomy can' and possible problems and emergencies that may arise. It
is essential that these sect ions be reviewed before writing the I lealt h ('are Plan.
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A sample Ilealt h ('are Plan is included in the Useful I )ocument s section of this manual. It may 1w
copied and used to develop a plan for each tit udent For a st talent who requires t racheal care, the
following items should receive particular attention:

The student's underlying condit ion and possible problems associated with the condit ion or
treatment.

The student's baseline status (color, respiratory rate, pulse, blood pressure, secret ions, etc.)
The student's care requirements (suctioning, etc.).
The student's ability to request assistance.
Is this student. prone to emergencies?

Signs and symptoms of respiratory distress shown by this student .

The type of tracheostomy tube used (inner cannula, cuffed).
Accessibility to equipment and hack -up equipment .

An alternate means of warming and moisturizing the air may be necessary at times to prevent
the mucus from becoming too thick.
The child may not speak in a normal fashion; other means of communicat ion may he necessary.
Personnel and equipment needed for transportation (travel bag).
Availability of care-givers.

Staffing needs to provide care for the student (one-on-one, etc.)
A means of communication between different areas of the school should be present .

(Walkie-talkies, intercoms or telephones)

DO NOT USE powders, aerosols (like room deodorizers), small part ides such as sand, glitter, lint,
chalk dust, animal hair, small pieces of food, water, glue or chemicals with strong fumes near a child
with a tracheostomy. Children who may have accidental contact with any of these potential hazards
should have some kind of protective device covering the tracheostomy.
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Required Equipment for
Tracheostomy Care

Points to Remember

Tracheostomy
tube, gauze
and tie

Suction
machine

Suction Resus- Gauze, Oxygen Artificial Gloves
catheter citation swabs and source nose

bag saline with
dosettes humidifier

Spare tracheostomy tube With gauze pacts and
ties.

Scissors.

Suction machine.

Equipment for suctioning (suction catheters).
Sterile or clean gauze. Q-tips or swabs, if
required.
Saline dosettes if prescribed.
Manual resuscitator with adaptor.

Device to deliver humidity, if prescribed.
Device to deliver oxygen, if prescribed.

I)evict for protecting tracheostomy from dry
or cold air, dust or other particles, molt as an
artificial nose.
Sterile or clean gloves, per child-specific
guidelines.
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THIS EQUIPMENT MINTACT:OMPA NY THE
CHILD AT ALL TIMES, i?winding transport
and classroom acti Niles. A backpack or other
carrying device (mild set (is (I travel bag.
77r is c( i ',went should he checked daily.

II is cm.on raged that a man aal resnscitillor bay
be obla ned with adaptor the ch flocs not

r,e one al home.

RIfi,r lo versa' Poya t ions, page-



Problems That Require Immediate Attention
for Children with Tracheostomies

* * *DO NOT LEAVE CHILD ALONE* * *

Observations Reason /Action
The child shows any of the following signs of
respiratory distress:

coughing This may be due to 0 plugged trap, t ithe pun
mucus orfOreign matter

color changes Reassure child.
wheezing .(f truth tube is blocked (suet ion catheter will not

pass), change inner ea n nula rsent, or
replace ent ire tray!? tube.

agitation Give brroths 'with resuscitation bag.
retraction Glee arygen.

inability to move air through tract' Initiate emergency pla nand begin CPR if
tu,cessaiw.

Aspiration of foreign material (food, sand, etc.)
into tracheustomy

Accidental extubat hat

DO NOT GIVE BREATH WITH
RESUSCITATION BAG. This may force
aspirate into lungs. SUCTION FIRST.
Respiratory dist ress arreSt Can (Ka?* with
an y aspirat ion. Be prepared to initiate
emergency plan. Begin (PR after suctioning,
if needed.

Bronchospasm (wheezi Hy) may also occur 77ie
ild may requirerequiresuctiorrirrgor Medication.

Reposition tiyili tube, it possible. If it liable to
repi-isit l o ll tube, i riser( Nell' (Sp(1 re), raCh hale.
Be prepared to in it late mei:yew?' procedure.

Other Potential Problems

Observations Reason/Action

Increased secretions, or thicker than usual
mucus

Fever

Redness or crust ing at the stoma

Afar/ regil i re morefrequent suctioning. These
elm tuft's or yellow or green mucus may indicate
nfret ion. This should be documented in the

daily log a nd the parent iithmed. Th irker
nu twits nig ./1 also be t
Irrl m id it g

Afft y he a sign f,f. respiratory hdili .V077141.
R E N TS'

Mall be due to a tracheal infection. The site
should be thoroughl y cleaned and tht problem
&(t.( melded in the dully log and reported to the
pg
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General Information Sheet
Children with Tracheostomies

Dear (11.ache lunch aide, bus driver, etc.):

(Student) has a condition that requires
a trach (tracheostomy). This is an opening in the neck into the windpipe, which allows the child to
breathe if he or she is unable to breathe well through the nose or mouth. The opening, or stoma, may
have a metal or a plastic tracheostomy tube inside to keep it open and to allow air to pass in and out of
the windpipe and lungs. The tube is secured by ribbons which are tied around the child's neck. The
student's teach tube may be covered with a device that provides humidity or oxygen. Some children
have nothing covering the opening of the tube.

Most children with trachs are able to eat and drink by mouth. If the child cannot eat or drink, the
child's doctor will give you specific instructions. Many children are able to speak normally. If the
child's condition prevents him or her from speaking, other means of communication will be used. Not
all children who have tmchs require routine teach care in school. Many children can manage their
care, but. some who require regular trach care such as suctioning (a procedure to remove mucus from
the teach tube) will have a trained care-giver with them.

Most children with trachs are able to participate in regular school activities. A team including the
student's parents and educational and health personnel will help develop a specific health care plan.
Classroom issues will he addressed in the care plan, such as the accommodation of health care during
the school day with minimal interference, the avoidance of activities such as swimming, which could
be harmful to the function of the trach, as well as avoidance of infectious exposure such as colds.

If the child has any problems with hisiher tracheostomy, contact:

These staff members have been trained to deal with any problems that may arise with this student.

Specific emergency plans will also be developed for
(St udent). It is recommended that you

participate in CPI? training and request specialized training for persons with tracheostomies.
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Tracheal Suctioning

Purpose
Tracheal suctioning is a means of clearing the airway of secretions or mucus. This is accomplished

by using a vacuum-type device through the tracheostomy. Tracheal suctioning is performed when a
child cannot adequately clear secretions on his or her own. Indications for suctioning include:

Noisy, rattling breathing sounds.

Secretions (mt, -us) visible and filling opening of tracheostomy.

Signs of respiratory, distress: difficulty breathing, agitation, paleness, excessive coughing,
cyanosis (blueness), nasal flaring, retracting.
No air moving through tracheostomy (listen for sounds).
Before eating or drinking if congested.

After respiratory treatments (inhalation therapy, assisted breathing with a self-inflating manual
resuscitator), chest percussion and drainage.

Depending on the child's age, he or she may be able to request, suctioning when needed or assist
with the procedure.

Suggested Settings for Non-Emergency Situations

Designate a clean area for suctioning outside the classroom. if possible. Suctioning can be a noisy
procedure and may be distracting and disruptive to the rest of the class.

If an electrically powered suction machine is used, the setting must have an accessible, working,
grounded electric outlet .

Suggested Personnel and Training

Tracheal suctioning should he performed by a registered nurse or a respiratory therapist with
proven competency-based training in appropriate techniques and problem management, unless state
medical and nursing practice standards specify otherwise.

If the trained care-giver and back-up personnel are unable to be available on a given school day,
the student should not attend school. However, an optional arrangement may be made between
the school and the family, where the parent would he available to attend school to functionas the
care-giver for the child.

Any school personnel with regular contact with a student who requires tracheal suet killing must
receive general training, covering the child's special health care needs and potent ial problems as well
as how to implement the' established emergency plan.

The bask. skills checklist included at the end of this manual can he used as a foundation for
compel emy-based training; in appropriate techniques. It out lines procedures step-by-step. Once the
procedures have been mast erect. the completed checklist serves as document at ion of t raining.
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The Health Care Plan: Issues for Special Consideration

Each student's Health Care Plan must be tailored to individual needs. The following sect ion
covers the procedure for tracheal suet ioning and possible problems and emergencies that may arise.
It is essential that this section be reviewed before writ ing the Ilealth ('are Plan.

A sample health Care Plan is included in the useful Documents section of this manual. It may be
copied and used to develop a plan for each student . For a student who requires tracheal suctioning,
the following items should receive particular attention:

The student's underlying condition and possible problems associated with the condition or
treatment.
The student 's baseline status (color, respiratory rate., pulse, color and consistency of secret ions,
usual frequency or suctioning, usual indications for suctioning.)
The child's ability to request suctioning.

Back-up equipment (bulb syringe or DeLee catheter).
Accessibility of equipment.

Signs and symptoms of respiratory distress shown by the student (cyanosis, agitation, etc.)
Need for saline installat ion.
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Procedure for Tracheal Suctioning

Procedure
* * *ALL EQUIPMENT FOR SUCTIONING
MUST BE ASSEMBLED AND READY FOR
IMMEDIATE USE AT ALL TIMES AND
CHECKED DAILY BY THE TRAINED
CARE-GIVER. IF THE EQUIPMENT IS NOT
PRESENT, OR IS NONFUNCTIONAL, THE
CHILD SHOULD NOT ATTEND SCHOOL* * *

1. Wash hands.

2. Assemble the equipment and materials on a
small, clean work surface.

Points to Remember

Suction
machine

Suction Suction
backup catheter
(De Lee)

Saline
solution

Suctioning device and manual back-up
(I)eLee)

Suction catheter of prescribed size
Saline to clear catheter
Container for saline
Disposable gloves or catheter and sleeve

Self-inflating manual resuscitation bag
with trash adaptor
Saline dosettes (for instillation) if
indicated
Plastic hag for disposal of materials

'3. Explain procedure at child's level of
understanding.

4. Position child as recommended ord9red.

5. Encourage child to c(igh to expel
secret ions.
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Gloves Resus- Saline Disposal
citation dosettes bag
bag

All ch Mbyte must hate a Inca ns of suction/nq
(.such as a portable suctitin machine or DeLee
catheter) wh ich can accompa y them du ring
all school act ies as well as transport. A
manual means ql suet (such as (1 DeLee
catheter) must be a railable as a back-up at all
Imes as well,.1b those (.1111(1re,, who IISP 1.011

rrachirres.

161iT to 1'n i versa! Threa ia ions, page 17.

13ll (quint ragi the st udent to assist in the
proced iv, the ca tr-gi rot. is hel pi ny the st intent
to (Oiler( marl mu ill Sdfa rr skills.

ilhen at school, most ir suct lotted
ih ile SC(11(11 u pright

.11u el i i mac need fin. suet ion1 nu.
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6. Open suction catheter or kit.

7. Open saline dosette if instillation is
ordered.

8. Fill container with saline.

9. Put gloves on hands.

10. Holding the end of the suction catheter in
dominant hand, attach it to the suction
machine tubing (held in other hand).

11. Turn machine on to appropriate vacuum
setting for child.

12. Encourage child to cough and to take a
deep breath if possible. If prescribed,
manually ventilate with resuscitator bag.

13. If prescribed, insert several drops of saline
into trach with non-dominant hand.
Manually ventilate with resuscitator bag to
disperse saline, if ordered.

ft
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Peel paper Nick leithat ng the i nskle
the package to maintain steril it y.

This will be used to moisten the catheter and to
clear out secretions in the catheter.

The dominant hand should remain "clean." It
should not touch 0 nyth ing brut the catheter. The
non-dominant hand should be used to turn on
switches, touch other objects, etc.

Leave the other end of catheter in its cover( rig.

Dominant
hand

Non-dominany
hand

Suction machine
Suction Connecting tubing
catheter

If inachi ne has vacuum setting: th is should be
ordered by ph ysician.

Coughing helps to bring secretions up Iowan/
the trach. By taking a deep breath (or n ?tall y
ventilating), 1k" Child will get more oxygen
into hisher lungs. This will also help to loosen
secret ions.

This helps to loosen and thin out th ick or dry
secret ions.
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14. 1101d suction catheter 2-3 inches from tip This tests that suction isfunctioning and
with dominant hand and insert tip in saline. /a/ brim les the catheter

15. Grasp catheter connection with other
hand; cover vent hole with thumb to
suction a small amount of saline through
catheter.

16. With thumb off vent hole, gently and
quickly insert catheter into trach 1/2 cm
beyond the distal end of the trach tube.

Ir

112 cm

17. ('over vent hole with thumb while
wit hdrawing catheter.

18. Allow child to breathe or give breaths with
resuscitator hag between suet ioning passes.
Suction saline again through catheter to
rinse secretions from catheter and tubing.
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Thumb over
vent hole

Saline

Connection
in non-dominant
hand

To suction
machine

lf the catheter is inserted too deeply, this can
cause irritation / i injury to the trachea, as well
as bronchospasm. Coughing indicates that the
suction catheter has passed the tracheostom y
tube.

Rotate catheter gent' y between thumb and index
,finger while suet ion ing and withdraivi lig. This
helps to reach all .secretions in the trach tube.
* * * EACH INSERTION AND WITHDRAWAL
OF THE CATHETER MUST BE COMPLETED
WITHIN 10 SECONDS. PROLONGED
SUCTIONING BLOCKS THE CHILD'S
AIRWAY AND CAN CAUSE A DANGEROUS
DROP IN THE OXYGEN LEVEL. * * *

7lu elrilcl 114T(IS 10 (*lea I. tIgS (il. C0,2 and get
new arygeri. air i ato I it tills.
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19. If moist, gttrgling noises or whistling sounds
are heard or if mucus is seen at the
tracheostomy opening, repeat. suet ioMng
procedure (steps 15-17).

20. Suction the nose and hack of mouth if
indicated.

21. For each suctioning session a new catheter
should be used.

22. Remove gloves and wash hands. Discard
used suction catheter in appropriate
receptacle.

2:3. Note color, consistency (thin, thick, etc.)
and quantity of secret ions.

24. Document procedure on child's log sheet.

25. Be sure suction equipment. and supplies are
re-stocked and checked daily, and are ready
for immediate use.
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appopriate, ask the child if he she needs
repeat suet ion i g.

If the nose and mouth are suctioned, the
catheh,r ea )1 not be reused to suction the trach.

Myer to nivesal precau I ions On page 17.

Report an y changesfrom tual pattern
to parent.

;

L... 1
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Possible Problems of Suctioning

***If Any Problems Occur, Do Not Leave Child Alone* * *

Observations
The child develops difficulty breathing during
suctioning, or is not relieved by suctioning

The trah tube or inner cannula becomes
dislodged

Bleeding occurs during suctioning:

If secretions become blood-tinged and the
child is not in :.espiratory distress

If a large amount of blood is suctioned
from the I rachmstomy or the child
develops respiratory distress while being
suctioned

Bronchspastn occur; (hiring suctioning

119

Reason/Action

Reassure child.

If tract, tube is blocked (suction catheter will
not pass), change 11111er e(11111111(1, if present, or
replace entire track tube.

Give breaths with resuscitation bag.
Give o.rygen.

itiite emergency plan and begin CPR if
llfwes.sary.

Reposition using gentle preStiltr(% If tillable to
I('pOSilion tube, insert new tube. Be prepared
to initiate emergency plan.

Slop suet ioloi nil.

Cheek vacuum pressor(' setting. Adjust to
lower setting, if appropriate.

L'ontinue suet ion ing necessary to clear the
airway. Use the manual resuscitation bag (11101
lyge 1.1. Needed.

bl it hit(' the emergency plan and begin CH?, if
lleCeSSary.

ReaSSU re Ch

Alay be due to excessive suctioning. Allow
ch ild to calm. If u liable to remove catheter
disconnect from suction tubing awl hold
oxygen near end of suction catheter When
broueli(xpasm rcla.res, remove catheter
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Tracheostomy Tube Changes

Purpose

Tracheostomy tubes are routinely changed to prevent mucus from building up within the tubing,
which may block the tube and prevent air from entering the lungs. A tube may need to be changed at
any time if blocked, or replaced if accidentally dislodged.

Suggested Settings

Routine trach tube changes are performed in the home. This is ideally done when the child has an
empty stomach, and when the airway is relatively free of mucus.

If a tracheostomy tube plugs or comes out, the tube should he changed or reinserted wherever
the child is, even if conditions are not ideal.

Suggested Personnel and Training

Tracheal tube changes should he performed by a registered nurse or a respiratory therapist with
proven competency-based training in appropriate techniques and problem management, unless state
medical and nursing practice standards specify otherwise.

If the trained care-giver(s) and back-up personnel are unavailable on a given school day, the
student should not attend school. However, an optional arrangement may be made between the
school and the family, where the parent would be available to attend school to function as the
care-giver for the child.

Any school personnel with regular contact with a student who requires a possible emergency
tracheostomy tube change must receive general training, covering the child's special health care
needs and potential problems as well as how to implement the established emergency plan.

The basic skills checklist included at the end of this manual can he used as a foundation for
competency-based training in appropriate techniques. It outlines specific procedures step-by-step.
Once the procedures have been mastered, the completed checklist. serves as documentation of
training.

The Health Care Plan: Issues for Special Consideration

Each st udent 's Ilealt h Care Plan must he tailored to individual needs. The following section
covers the procedure for trach tube changes as well as possible problems and emergencies t hat may
arise. It is essential that this section be reviewed before writing the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents sect ion of this manual. It may be
copied and then used to develop a plan for each st udent For a student who requires t raheostomy
tube changes, 1.1w following items should receive particular attention:

The student's underlying condition and possible problems associated with the condition or
treat ment (tracheal stenosis or laryngospasm, for example.)
The student's baseline status (color, respiratory rate, pulse.)
The type and size (I' t rack t ube (inner cannula. cuffed, etc.)

Signs and symptoms of respiratory dist ress (cyanosis. agit at ion.et e. )
The st. ident 's abilit y to request assist ance.

The students ability to breathe without a rah tube.
Does the child have difficulty with h re-insert ion of a dislodged I t uhe?
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Procedure to Change Trach Tube

Procedure
1. Wash hands. Put on disposable gloves, if

indicated.

2. Assemble equipment :

Points to Remember

Should be done in a clean area with good

l'sually two people are needed. II'u ;r emergency
situation occurs, trah tube change may be
clone by one person.

Tracheostomy
tube, gauze
and tie

Suctior
machine

Suction
catheter

Prescribed type and size of tracheostomy
tube for child

Twill tape or other ties

Swivel connector or obt urat or

Blunt scissors

Stethoscope

Resuscitation bag

)xygen, if ordered

Suctioning device and supplies

Water soluble lubricant or sterile saline

( )ne size smaller t rad teost only t u

Blanket roll, if needed

3. Explain procedure to the child at his her
level of understanding.

Resus- Gauze, Oxygen
citation swabs and source Artificial Gloves
bag saline with nose

dosettes humidifier

** *ALWAYS HAVE A CLEAN
TRACHEOSTOMY TUBE AVAILABLE
AND READY FOR USE

771(, obtillltor is used as a guide.for insertion.

r)fr. Obturator

.Verer use easel ine or oil-based 1 ubriea tits.

7u position child's neck.

By encouraging the h lo ussist
prom,' low Mc coir-givcr is hel pi ng the eh ild to
uch few maximum sell-care skills.

4. ()pen t rach package. tirep tube (lea n. DO NOT touch err reed part of
tube.

5. Put obt urat or into clean I racheostomy
tube, or connect swivel to tube.

ti. At t ach t rach t ies t t tibe.
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7. Position the child as ordered.

8. Suction trach and nose and mouth, if
needed.

9. Give 2-4 breaths with resuscitation bag, if
indicated.

10. Have the assistant hold old tube in place
while you cut the ties.

11. When you have the new tube ready (in your
hand), have assistant remove old tube.

12. If the tube does not have an obturator,
insert the clean (new) tube at a right angle
to the stoma, rotating it downward as it is
inserted. If an obturator is present, insert
tube straight into stoma.

13. If an obturator is used, immediately remove
it after the tube is inserted. Insert inner
cannula at this time.

14. Listen and feel for air movement through
trach tube.

15. While your assistant is holding the new
tube in place, listen with stethoscope to
assess breath sounds.

16. Secure tube in place with ties or holder.

17. Do skin care, if needed (see child-specific
guidelines), and reapply gauze around and
under the trach and ties.

18. Give 2-4 breaths with resuscitation hag and
suction if indicated.

19. Discard used equipment according to univer-
sal precautions guidelines. (See page 17.)

20. Child may resume previous activities.

21. Remove gloves and wash hands.

22. Document procedure and problems in log.

23. Notify parent of any problems.
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For small ch ildren and Wants, ha Ve thrill lie
Oil their back with a blanket roll under the
shoulders.

Th is makes a irwa y as clear as possible.

If tube is bei ng cha nged by one pensonDO
NOT cut ties tint il you ha clean trash tube in
your hand.

Hold the trash tube in place at all times. A
person is unable to breathe when the obturator
is in place in the track tube.

Obserm the efrild for signs qf distress, such as
blueness, agitation, shortness qt. Wrath.

The tray!? ties should be tied in a double knot.
The tics should be 100Se enough to slip one

.finger between the ties and the week.

A small a in.ount of bleeding may occur around
stoma or be in seeret ions after a trach (.11(1 nye.
If 11 usua I or persistent bleeding is present,
notify parent and .seek medical attention.
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Observations

The trash tube comes out

Potential Problems

Reason/Action

NEVER LEAVE CHILD ALONE. CALL FOR
ASSISTANCE.

If the child is not showing signs of distress

If the child shows signs of respiratory distress

If tube can he inserted and the child is still
having difficulty

Observations

Poliow/)rrc('(I(e Inn* tube change Outlined
above.

Attempt to insert track tube as outlined above.

Reassure ihe

Assess a irwa y and brea th fl
Ad m i 11 ister oxygen via the trash.

Suction the track
Ilse bronehodilators, if ordered.

Use manual res-uscitator bag, if inarimted.

If distress persists, initiate emergency plan
and begin CPR.

Problems That Require Immediate Attention

The tracheostomy tube cannot be reinserted

It is St ill impossible to insert t he t rash t taw

* * *IF INSERTION OF TRACH TUBE IS
NOT POSSIBLE, AND THE CHILI) HAS
RESPIRATORY DISTRESS AND
RESPIRATORY ARREST* * *
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Reason/Action

77i is y be due to alias(' passary, or
brouchospasm:

NEVER LEAVE CHILD ALONE. CALL FOR
ASSISTANCE.

Reassure the child.

Encourage the child to take a deep breath
be prepared to insert tube if stoma opens.
Ad m ister flow qf oxygen direct!// to the
larch stoma.

Reposit ion the ch ild.

Attempt 10) insert the smaller truch tube HI?

Attempt to insert (1.suctiorr catheter (at least
miles long, with rent end rut oil) through

.stoma into trachea as a fp! idefin. track tube
(do not lel yo (-Whollyit may be i
Slide Inn* tube over catheter into stoma and
remore catheter without dislodging track tube.

BEGIN CPR WITH MOUTH-TO-MOUTH
BREATIIS. COVER TRACH STOMA WITH
YOUR THUMB IF AN AIR LEAK IS PRESENT.
INITIATE THE EMERGENCY PLAN.
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Manual Resuscitation Bag

Purpose
A manual resuscitator or self-inflating bag is used to deliver breaths manually when a child is

unable to breathe on his or her own. This device may be used with a mask to cover the nose and
mouth or with a special adaptor for a tracheostomy tube.

Situations where a manual resuscitator may need to be used include:

Child is having difficulty breathing on own.

Ventilator malfunction.
Routine respiratory care for a child.
Child stops breathing and needs to be resuscitated.

Children who have tracheostomies or who use ventilators should have a manual resuscitation bag
with them at all times.

Suggested Setting

In optimum circumstances manual resuscitation (ambuing or bagging) should be done in an area
designated for health care procedures. In an emergency, it must be done wherever needed.

Suggested Personnel and Training

Manual resuscitation should be performed by a registered nurse or a respiratory therapist with
proven competency-based training in appropriate techniques and problem management, unless state
medical and nursing practice standards specify otherwise.

If the trained care-giver and back-up personnel are unavailable on a given school day, the student
should not attend school. However, an optional agreement may be made between the school and the
family where the parent would be available to attend school to function as the care-giver for the
child.

Any school personnel who have regular contact with a student who may require the use of a
manual resuscitator must receive general training, covering the child's special health care needs and
potential problems, as well as how to implement the established emergency plan.

'
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Procedure for Use of Manual Resuscitator with Tracheostomy

Procedure

1. Wash hands.

2. Assemble equipment:
Oxygen source with appropriate tubing if
needed
Manual resuscitator
Adaptor for trach
Appropriate sized mask

3. Explain the procedure to the child at his or
her level of understanding.

4. Check that resuscitator is functioning
properly.

5. Position child.

6. Attach resuscitator to tracheostomy tube.

7. If the child is able to breathe independently,
coordinate the manual breaths with his/her
own breaths. Give a breath by squeezing
the resuscitator bag as the student begins to
inhale (chest begins to rise).

* * *IF YOU FEEL RESISTANCE AND/OR
THE CHILD LOOKS DISTRESSED, BE
SURE YOU ARE GIVING BREATHS
WITH THE STUDENT'S OWN EFFORT
AND THAT THE TUBE IS PATENT * * *

8. If the child is unable to breathe on his/her
own, squeeze the resuscitator bag at a
regular rate to deliver prescribed breaths
per minute.

9. Wash hands.

10. Document procedure and problems in log.
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Points to Remember

Tracheostomy
adaptor

Manual
resuscitator

From oxygen source

Place adaptor that is connected to the bag
against a gauze or tissue in your hand. Squeeze
bag to be sure it is functioning. (If it is function-
ing you should feel slight resistance.)

Position may vary see child-specific guide-
li nes. If oxygen is to be used, make sure tubing
is attached and that oxygen is flowing.

Hold track with one hand to prevent accidental
dislodgement while attaching adaptor to it.

If the child has no breathing rate prescribed,
a standard range qf breaths per m nute is:

20-24,for infants
16-2.0fbr ri

6.for adoh.swirls and ad alts

No/ J.0 parelit Ql" prObleMS.

r



I.JECT SOP 01, CARE-GUIDELINES Fon CARE

Nose and Mouth Suctioning

Purpose

Nasal and/or oral suctioning are performed when the child needs assistance in clearing secretions
from the airway. Indications of this include:

Noisy, rattling or gurgling breathing sounds.

Secretions (mucus or saliva) pooling in the back of the throat..

Respiratory distress: difficulty breathing, agitation, paleness, excessive coughing or choking,
cyanosis (blueness).

The student may request suctioning and may be able to assist with the procedure.

Suggested Settings

Routine, non-emergency suctioning can be done in a clean, private area outside of the classroom,
such as the health office or in a corner of the classroom. Suctioning can be a noisy procedure and may
be distracting and disruptive to the rest of the class.

If a suction machine is used that requires electricity, the setting must have an accessible electric
outlet. All children who require routine suctioning must have a portable suction machine and
suctioning equipment to accompany them in transport.

Suggested Personnel and Training

Nose and mouth suctioning should be performed by a care-giver with proven competency-based
training in appropriate techniques and problem management. All school personnel who have regular
contact with a student who requires nose and mouth suctioning must receive general training,
covering the child's special health care needs and potential problems, as well as how to implement
the established emergency plan.

The basic skills checklist included at the end of this manual can be used as a foundation for
competency-based training in appropriate techniques. It outlines specific proceduresstep-by-step.
Once the procedures have been mastered, the completed checklist serves as documentation of
training.

Health Care Plan: Issues For Special Consideration

Each student's health Care Plan must be tailored to individual needs. The following section
covers the procedures for nose and mouth suctioning, as well as possible problems and emergencies
that may arise. It is essential that this entire section he reviewed beforewriting the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents section of this manual. It may
be copied and used to develop a plan for each student . For a student who needs nose and mouth
suctioning, the following items should receive particular attention:

The child's underlying condition and the possible complications arising from the condition
or treatment.
The child's baseline status (color, respiratory rate, pulse, usual amount of secret ions and
frequency of suctioning).

Signs and symptoms of respiratory dist ress (agitation, cyanosis, noisy breathing, etc.).
The ability of t he child to request assistance.

Usual indications for suet lolling.

1
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Procedure for Mouth and Nose Suctioning Using Suctioning Machine

Procedure
1. Assemble the equipment. and materials on

a small, clean work surface:

Suction machine (battery operated or
plug-in) and tubing

Points to Remember

* * *ALL EQUIPMENT FOR SUCTIONING
MUST BE ASSEMBLED AND READY FOR
IMMEDIATE USE AT ALL TIMES. IT MUST
BE CHECKED DAILY BY DESIGNATED
PERSONNEL * * *

Suction
Machine

De Lee Bulb Suction
Syringe Catheter

Bulb syringe or other manual hack -up
Suction catheter of the appropriate size
Clean gloves

Plastic bag for disposal of materials

Water or saline to clean catheter, with
container.

2. Wash hands (unless in an emergency).

3. Explain the procedure to the child,
according to his or her level of
understanding. If able, the child
should assist .

4. Position child.

5. Encourage the child to cough to expel
secret ions.

6. Open suction catheter or kit, without
touching the inside of package.

7. Fill container with saline or water

8. Put on gloves.

9. In the dominant hand hold the catheter
and attach appropriate end to the suc-
tion machine. Keep the other end of the
catheter in the package.

10. Turn machine on with of her hand to
prescribed suction pressure.

Gloves Disposal
bag

Water
Or
Saline

By encouragi the child to assist in the
procedure, the ease -giver is helping the eh ild
to mit ieiv, inuin sell-care skills.

Posit ion Inn y vary and should be reonn-
we tided in ild-spec lfic !In /del nes.

This mu y eliminate the need fin. surf ion i ny.

771 is blips olheter eleu nund 'winces risk qt-
I az nstn ny inlivt

77, is cleans and lubricates the cOthilci:

!kW, na ill hand. wh Wit is used to nm
catheter. should rental 11 Clean.

Non-dominant
Dominant hand hand

Suction machine

Suction connecting tubing

catheter

Portable inneh i nes nnt not hare odjusta ble
preSsOt re Sett,. nip,



11. Hold suction catheter 2-3 inches from
the tip with dominant hand.

12. Grasp catheter connection with other
hand; cover vent hole with thumb to
suction a small amount of water through
the catheter.

13. Remove covering from end of suction
catheter with non clean hand while hold-
ing catheter in clean hand.

14. With thumb off vent hole, insert catheter
gently into the nose to the prescribed depth
suggested in child-specific guidelines.

15. Cover i. hole with non-dominant thumb
while suctioning and withdrawing catheter.
Gently rotate catheter between thumb
and index finger while suctioning and
withdrawing.

16. Suction up some water to rinse secretions
out of catheter.

17. If nasal congestion persists, repeat nasal
suction.

18. With thumb off vent hole, insert catheter
gently into the mouth.

19. Cover vent hole with non dominant thumb.
Gently rotate catheter between thumb
and index finger while suctioning and
withdrawing.

20. Suction up some water to rinse secretions
out of catheter.

21. If gurgling noises persist, repeat mouth
suctioning procedure with the same
catheter.

22. Discard gloves and catheter in an
appropriate receptacle.

23. Wash hands.

24. Note color, consistency and amount of

PR( xlEcl' xn. CA REG I TIDELINES MR CARE

Thumb over
vent hole

Saline

Connection
in non-dominant
hand

To suction
machine

This tests that the suction mark ine is working
and lubricates the catheter:

Always suction the iwsefirst. There are mmr
bacteria in the mouth. Many children may only
need to have the anterior part of the nose
suctioned. Be gentle; the nose bleeds easily.
Make sure catheter tip has been lubricated with,
saline or water-soluble lubricant.

If the nose secretions are too thick, put a feu(,
drops of saline in each nostril.

Rotating the suction catheter diminishes
damage to the mucus membrane. If the catheter
sticks, remove thumb from vent hole to release
suction.

Ports qf the mouth to be suctioned include the
back qf the throat, the cheeks a nd limier the
tongue. Be ea Tful when sud ion lug Ow back ql
the throat, as th is may cause the eh i Id to gag
and vomit.

77i is helps to minimize Ira u um to the
membranes of the mouth.

If after sud ion i ng the mouth, repeat suctioning
qt the nose is needed, use a clean ea thefrr:

Report to putrid any rh a ngeskom the ch &IS
secretions in daily procedure log. usual pattern.
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Procedure for Nose and Mouth Suctioning with a Bulb Syringe

Proct lure
1. Assemble equipment:

Bulb syringe

Saline
Tissues

2. Wash hands.

3. Explain the procedure to the child,
according to his or her level of
understanding.

4. Position child.

5. Squeeze the bulb syringe away from
student and place the tip gently into the
nose or mouth (where secretions are visible
or audible) and let the bulb fill up.

6. Remove the bulb syringe from the nose
or mouth.

7. Holding the bulb syringe over a tissue,
squeeze the bulb to push out the secretions,
then let it fill with air.

8. Repeat steps 5-7 as needed until nose and
mouth are clear.

9. If the nose secretions are too thick, put a
few drops of saline in each nostril before
suctioning with bulb syringe.

10. Clean bulb syringe in hot soapy water, rinse
with fresh water, let dry and store.

11. Dispose of tissues in appropriate receptacle.

12. Wash hands.

13. Note color, consistency and amount of
secretions in daily procedure log.
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Points to Remember

Always suction nose first.

Position varies. See child-specific guidelines.

When suctioning the mouth, suction under the
tongue, in the cheeks and the back of the throat.
Be careful when suctioning the back of the
throat, as this may cause the child to gag and
vomit.

Report to parent any changes from the child's
usual pattern.

;
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Procedure for Nose and Mouth Suctioning with a De Lee Catheter

Procedure Points to Remember
1. Assemble equipment:

De Lee catheter

Saline

2. Wash hands.

3. Explain procedure to the child, according
to his or her level of understanding.

4. Position child. Position may vary. See child-specific
guidelines.

5. Insert the tip of the De Lee catheter into Suction nosefirst.
the nose or mouth.

6. Place the adapter in your mouth and suck
on it to pull secretions up into tubing.

7. If the nose secretions are very thick, use a
few drops of saline to loosen them before
suctioning.

8. Clean the De Lee catheter and trap in hot
soapy water, or dispose in appropriate
receptacle.

9. Wash hands.

The secretions will collect in the trap and not go
into your mouth. Watch the trap. if the level of
the secretions is getting too high (close to the
adaptor tubing), stop suctioning and empty
trap, or use another catheter.

10. Note the color, consistency and amount of Report to parent any changes from the child 's
secretions in daily procedure log. usual pattern.
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Observations

Possible Problems

Reason/Action

The child develops a nosebleed during Stop suet inning.
suctioning

The child gags or vomits during suctioning

132

Gently squeeze bridge of nose with your ji tigers
and hold fir 5minutes. bleeding has stopped,
du not use that side of the nave to suction until
perm ission is given by parent or doctor.

Catheter is probably down too far Pull back a
short distance and complete suet ion i ng.

If &Milli ng occurs, stop suctioning, reino1le
catheter, and wait until vomiting has stomwd.
Make sure that the eh ikl is able to breathe
easily.

After vomiting, the child umuy require repeat
suctioning. Be careful that catheter is not down
too.far.
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Use of Mechanical Ventilators

Ventilator dependency may result from a great variety of medical conditions in children. The type
of ventilator equipment required, the degree of dependency, and the intensity of care required on a
daily basis is determined by the individual student's medical needs.

This section provides a general overview of basic ventilator terminology, appropriate personnel,
and possible problems and emergency management. It is not intended to be usedas a comprehensive
reference for ventilator management. for an individual student. Several such manuals are available;
see suggested references at the end of this section.

In addition, it is essential to obtain the child-specific information for a student. from the appro-
priate medical providers.

Purpose

Mechanical ventilation is used to sustain life when a person is unable to breathe sufficiently on
his or her own. Conditions such as neurologic damage, muscle weakness and severe pulmonary dis-
ease may result in ventilator dependency.

The ventilator or respirator is a machine that can be used to provide total respiratory support for
a person who is unable to breathe independently. A ventilator may also be used to assist a child who
is able to breathe but whose respiratory ability is inadequate, These children may require a few
breaths a minute in addition to their own, positive pressure to keep the lump; open, or for a pre-
scribed period of time during the day or night.

Many different types of ventilators are used, depending on the size of the child, medical condi-
tion, and the individual preference of the physician prescribing ventilation. The most common basic
type of ventilator is a positive pressure ventilator. This kind of machine breathes for a person by
delivering air into the lungs, usually through a tracheostomy tube. This type of ventilator can be
relatively small and portable.

A negative pressure ventilator pulls air into the lungs by pulling the person's chest wall outward
as the person lies in a vacuum chamber. There are a variety of negative pressure ventilators, including
the iron lung, the "raincoat" and other portable home devices. This is much less commonly used and
is only recommended for certain conditions such as muscular weakness. A tracheostomy tube is not
required with negative pressure ventilators.

Suggested Settings

In most. cases the ventilator must accompany the child in school and in the transportation vehicle.
All settings should always have available grounded electrical outlets anda back-up power source.

A resuscitation hag, spare tracheostomy tube and suction supplies must also he available for all
students with ventilators, at all times.

Suggested Personnel and Training

Ventilator care should he performed by a qualified registered nurse or respiratory therapist with
proven competency-based training in appropriate techniques and problem management., unless state
medical and nursing practice standards specify otherwise.

We are aware of different service delivery models available for ventilatorcare, which utilize non-
medical personnel. Our recommendations are conservative and based on the following issues:

The lack of standardization in nursing and medical practice.
The highly technical nature and potential risk to the child,
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A trained care-giver should be immediately available to the child who is dependent on mechani-
cal ventilationin the same classroom or transportation vehicle as the child. They must understand
the amount of assistance each child requires from the ventilator. All care-givers must know
specialized CPR for tracheostomies.

If the trained care-giver and back-up personnel are unavailable on a given school day,
the student should not attend school. However, an optional agreement may be made between
the school and the family where the parent would attend school to function as the care-giver for
the child.

All school personnel who have regular contact with a student who requires mechanical ventila-
tion must receive general training, covering the child's specific health care needs and potential prob-
lems, as well as how to implement the established emergency plan.

The Health Care Plan: Issues for Special Consideration

Each student's Health Care Plan must be tailored to individual needs. The following section
reviews information about ventilator use and possible problems and emergencies that may arise. It is
essential that this section and a reference for the specific ventilator used be reviewed before writing
the Health Care Plan.

A sample Health Care Plan is included in the Useful Documents section of this manual. It may be
copied and used to develop a plan for each student. For a student who requires the use of a ventilator,
the following items should receive particular attention:

The child's underlying condition and the possible problems arising from the condition or
treatment.
The student will need a highly skilled care -giver with him or her in the classroom and the
transport vehicle.
Ventilator settings need to be checked every one to two hours.
Back-up power supply should be available at all times.
The child's baseline status (usual ventilator settings, respiratory rate, color, lung sounds,
pulse, etc.).
The student's degree of ventilator dependency.
The child's ability to request assistance.
Signs and symptoms of respiratory distress (cyanosis, agitation, etc.).
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Ventilator Features

Standard ventilator features that should be
checked:
1. Power source:

Internal battery
External battery
Accessible, functioning electrical outlets
Emergency power supply
Back-up battery

2. Oxygen source:
Connection to ventilator and
spare tubing

3. Humidifier:
cascade

heat/moisture exchanger

4. Ventilator circuit:
Tubing and spare tubing required:

Vent to humidifier
Humidifier to child
Exhalation tubing
Pressure tubing

Valves:

Exhalation valve
PEEP valve

Other adaptors needed for a particular
child plus spares of each.

5. Alarms:
High and low pressure
Volume

Power source
Heat

6. Other Equipment That Should Be Checked
Daily:

Manual resuscitator bag and adaptor or
mask

Spare trach tube and supplies

Suctioning equipment

I
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Points to Remember

* * *MUST BE CONNECTED FOR MACHINE
TO FUNCTION. * *

An oxygen source may be included, if
prescribed for student.
Oxygen may be supplied in gas or liquid form.
Adequate supply of oxygen for day, spare tank
and gauge.

Moisturizes the air going to the child.

The ventilator circuit consists of the tubing
that is attached to the ventilator and the child's
tra,cheostomy tube, and such other components
as the humidifier and the exhalation and
PEEP valves. The tubing brings the air from
the ventilator to the child.

Ventilator circuit maintenance: Clean
equipment daily or as needed.

ALARMS MUST BE TURNED ON AT
ALL TIMES.

tia heated humidifier is used.
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Ventilator Parameters
These are prescribed settings for a given child,
and should be checked several times during the
dayevery 1-2 hours or more frequently if the
child's status changes.

1. Tidal volume

2. Respiratory rate

3. Oxygen %

4. Peak Inspiratory Pressure (PIP)

5. Positive End Expiratory Pressure (PEEP)

6. Ventilator Mode

7. Inspiratory Time ("I" time)

8. High Pressure Alarm

9. Low Pressure Alarm

10. )wer Source Alarm
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Points to Remember

The amount of air in each breath. Determined
by child's size.

Number of breaths deli fired in a n2 nu te.
Determined by child's condition and size.

Based on individual child's needs.

The amount of pressure required to inflate the
lungs to the prescribed tidal volume.

The amount of pressure needed to keep the lungs
from totally collapsing after exhalation.

The type of respiratory support administered to
the child: Intermittent Mandatory Ventilation
(IMV), Assist-Control, or Spontaneous Intermit-
tent Mandatory Ventilation (SIMV).

The prescribed mode will be determined by the
child's condition and respiratory ability.

The amount of time in the vent cycle used to
deliver a breath.

Reflects a too-high inspiratory pressure. May
indicate increased resistance or obstruction.

Indicates a too-low inspiratory pressure.
Warns of a leak in the system; may signal that
adequate volume is not being delivered.

Indicates a change in power.
ALARMS SHOULD NEVER BE TURNED
OFF



Possible Problems

Observations
Child appears to be in distress:

Increased shortness of breath
Agitation
Blueness or pallor of lips, nailbeds
Retractions
Confusion

Rapid or pounding pulse.

If the trach tube is dislodged

If the trach tube is plugged

If the child has increased secretions

If the child is wheezing

If the child continues to be in distress or
becomes unconscious

If distress is relieved by disconnecting from
ventilator and using manual resuscitation

If the power supply is not functioning
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Reason/Action
Immediately check the child and call ,Ibr
assistance. This may be due to occlusion of the
track tube by a plug or SeeretiOnS, a dislodged
tube or other airway problems.
It may also be due to a ventilator malfuction:

The arhalation val ve may be obstructed.
The trach tube may be out of alignment.
The child may be coughing, or doing
something else to raise pressure transiently.

Check to see that power source isfunctioning
and that arygen supply is adequate.
Disconnect the ch ild from the ventilator and
use manual resuscitator bag if needed while
attending to the child's needs.

Replace the tube.

Attempt to .svulioni f unsuamsful, replace tube.

Suction the trach.

Administer bronchodila tors as ordered and
siwt ion as necessary.

Continue using manual msuscitator and
activate emergency procedure.

Check the ventilator while using the manual
resuscitator; if necessary.

Cheek circuit, valves and tubing fin- leaks or
obstruct ion.

If unable to locate and correct problem with
veld Halm; continue using resuscitation hay
and call Home Care Co., parent a ml other
prol'ider's as specified in child-specific
guidelines. Activate enleoenc y plan if needed.

"Rag" with manual resuscitator until problem
can be co riveted.
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An alarm is sounding: ALWAYS CHECK CHILD FIRST; IF THE
CHILD IS OKAY, CHECK THE VENTILATOR.

Low Pressure alarm is a continuous alarm The child may be disconnected from
the vent.

The exhalation valve is not working (wet
or punctured).
The track tube is no longer in place.
The circuit tubing is no longer attached or is
loose.

Water is present in pressure or exhalation
tubing.
Humidifier is improperly attached or leaking.

High Pressure alarm is an intermittent alarm

Power alarm is continuous

9
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This may indicate increased resistance
or obstruction.
The child may need to be suctionedfor
secretions or a mucus plug.
The circuit tubing may be blocked by water or
pinched off.

The exhalation valve may be obstructed.
The trach tube may be out of alignment.
The child may be coughing, or doing something
else to raise pressure transiently.

Check to see that power source is functioning.

The alarm may sound fpower source is inter-
rupted, e.g., powerfailure, buttery change, etc.
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General Information Sheet
Children Who Use Mechanical Ventilators

Dear (leacher, lunch aide, bus driver, etc.):

(student) has a condition that requires a
ventilator (breathing machine). This machine helps a person breathe by pushing air into the lungs.
Children who use a ventilator usually have a tracheostomy tubea tube that has been surgically
placed into the windpipe in the neck. This tube is attached to the ventilator by soft plastic tubing.
Ventilators need a battery or other power source to function. The ventilator must be with the student
at all times, including during transportation.

A team including the child's parents, and education and health personnel will develop a specific
stealth care plan for the school. Classroom issues such as the accommodation of health care during the
day with minimal disruption of the class, feeding issues, and the avoidance of infectious exposure
such as colds will be addressed in the care plan.

The student will have a care-giver with him/her at all times. This person will be trained to manage
the ventilator and care for the child.

The following staff members have also been trained to deal with any problems that might arise:

All staff who have contact with children who use ventilators should be familiar with the emer-
gency plan and how to initiate it in their setting. It is recommended that you participate in CPR
training, with specialized training for tracheostomies.

For more information about ventilators, tracheostomies or the student 's needs, consult the school
nurse or the child's parents.
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Included in this section are Skills Checklists that can be used to review and
document training of care-givers. At the end of this section is a form that can be used with
each skills checklist by the instructor to summarize training and to recommend follow-up
and review of skills.

The following procedures are included:

Gastrostomy Bolus Feeding

Gastrostomy Slow Drip/Continuous Feeding

Gastrostomy Button Bolus Feeding

Gastrostomy Button Slow Drip/Continuous Feeding

Nasogastric Tube Bolus Feeding

Nasogastric Tube Slow Drip/Continuous Feeding

Central Venous Line Dressing Change

Heparin Lock Flush

Clean Intermittent Catheterization-Male

Clean Intermittent Catheterization-Female

Colostomy Care

Ileostomy Care

Urostomy Can

Oxygen: Cylinder, Liquid, Concentrator

Go Bag Supplies

Tracheostomy Care

Sterile Suctioning

De Lee Suctioning

Bulb Syringe

Nasal/Oral Suctioning

Respiratory Emergencies:

Accidental Removal of Trach Tube

Difficulty with Trach Tube Insertion

Blocked Tracheostomy Tube

Aspiration

Summary of Skills Training and Recommendations
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Gastrostomy Bolus Feeding
Child's Name: Skills Checklist

Person Trained:

Position: Instructor;

Date Date Date Date Date Date Date,

A. States name and uurpose of proceduit.

B. Preparation:
1. Completes at time(s)
2. cc's (amount)

Formula/Feeding (type of feeding
3. Feeding to be con '!eted in minutes
4. Position for feeding

. Identifies potential problems and appropriate
actions

C. Identifies Supplies:
1. Catheter (size)

(type)
Balloon size cc
a. Small _port Plug
b Feeding port

2. Clamp and plug
3. 60 cc. catheter-tipped syringe
4. Formula at room temperature
5. Small glass of tap water

ediermeseeedieerwiesdiimeemi.dsde
D. Procedure:

1. Washes hands thoroughly
2. Gathers equipment
3. Positions child and ex lairs procedure
4. Removes plug from feeding tube

Child-Specific: (Steps 5-11 need to be prescribed for
each child)
5. Checks for proper placement of tube: Attaches

syringe and aspirates stomach contents by
pulling plunger back

6. Measures contents
7. Returns stomach contents to stomach
8. If stomach contents are over cc's, subtract

from feeding
9. If more than cc's hold feedin.
10. Pinches or clams off tube 1



Gastrostomy Bolus Feeding
Skills Checklist

Child's Name:

Demo
Date Date Date Date Date Date Date

11. Removes syringe
A

12. Attaches syringe without plunger to feeding
Port

13. Pours formula (room temperature) into syringe
(approx. 30-40cc's)

14. Releases or unclamps tube and allows feeding
to go in slowly

.k

15. When feeding gets to 5cc.. marker, adds more
formula

1

16. Continues this procedure until the feeding has
been completed

17. Takes about 30 minutes to complete feeding
(the higher the syringe is held the faster the
feeding will flow)

18. Lowers the syringe if feeding is join& too fast
19. Makes feeding like meal time: young children

may suck on a pacifier
20. Flushes tube with cc's of water when

feeding is complete
21. Pinches off tubing. removes syringe and closes

off clam.
22. Allows child to remain in feeding position for

minimum of one-half hour after feeding

1

23. Washes syringe with soap and warm water and
puts in home container ----

4

24. R .. , . .blems to . . ants
- -.. ,

25. Documents procedure and problems in log

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
Chronic Innate Program
Ventilator Assisted Care Program
(Indite's Nap al New Orleans, LA (Rvd. 6159)

144

Date



PRRIE(T SCIKX )1, CARE -GI IDELINES FoR CARE

Gastrostomy Feeding
Slow Drip/Continuous method

Skills Checklist

Child's Name.

Person Trained;

Position: Instructor;

4esesmsa

N.
Demo
Date Date

Ravin
mmsemis

Demonstration
DateDate Date Dateamimmmr,,Date

A. States name and purpose of procedure.

B. Preparation:
1. Com gletes at time s
2. cc's (amount)

Formula/Feeding
3. Feeding to be completed in minutes
4. Position for feeding
5. Identifies where procedure it done and child's

activity level
6. Identifies potential problems and appropriate

actions
,

C. Identifies Supplies:
1. Gastrostomy tube (size)

&

(type)
Balloon size cc
a. Small "on_plug
b. Feeding_port

2. Clamp and plug/cap
3. Feeding solution (room temperature)
4. 60 cc catheter-tipped syringe
5. Feeding container and tubing
6. Pump (if used)
7. Tap water,._

.,....menljammittetc: =2eagi.................1container

D. Procedure:
1. Washes hands

awed

2. Assembles equipment
3. Positions child
4. Explains the procedure to child

Child-Specific: (steps 5-10 need to be prescribed for
each child)
5. Checks for proper placement of tube: Attaches

syringe and aspirates stomach contents by
pulling plunger back

1
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Gastrostomy Feeding
Slow Drip/Continuous method

Skills Checklist

Child's Name:

Demo
Date Date

RciunStcmansiation
Date Date Date Date Date

6. Measures contents
7. Returns contents to stomach
8. If volume is more than cc's, subtract

from feeding
9. If more than cc's, hold feeding
10. Pinches or clamps off tubing and removes

syringe
11. Pours feeding/fluids into feeding container, runs

feeding through tubing to the tip and clamps
tubing_

12. Hangs container on pole at height required to
deliver prescribed flow. If pump is used, places
tubing into pump and sets flow rate

13. Opens safety plug and inserts tubing into the
button

14. Opens clamp on tubing and adjusts flow to
prescribed rate. (If pump is used, opens clamp
coin .ktel

15. For a continuous feeding with a pump, adds
more fluid to container when empty

16. Checks rate and flow periodically and adjusts if
neededr 17. When single feeding is completed (bag
empty), clamps tubing and G-tube and
disconnects from 0-tube

18. Makes feeding like meal time: young children
may suck on apacifier

19. Attaches catheter-tipped syringe with plunger
removed and flushes G-tube with cc's
water

20. After flushing, lowers syringe below stomach
level or leaves elevated and open for specified
time to vent G-tube

21. Clamps or caps G-tube and secures tubing
22. Keeps the child in feeding position for at least

30 minutes after completing feeding
23. Cleans and stores feeding container, tubing and

syringe
24. Washes hands
25. Documents feeding and observations in log
26. R ..rts an . oblems to arents

Checklist content approved by:

Parent/Guardian Signature Date

Format adapted with permission from: C vortie Illness Program, Ventilator Assisted Care Program
Childrais Hospital, New Orleans, LA

f !"
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Gastrostomy Button
Bolus Feeding

Child's Name: Skills Checklist

Person Trained;

Position: Instructor.

Demo
Date Date

RCILIL2111021111111i211
Date Date Date Date Date

A. States name and ?moose of procedure. r .

,

i ,

A

B. Preparation:
1. Completes at time(s) _
2. cc's (Amount)

Formula/feeding (type of feeding)
3. Feeding to be completed in minutes - -4. Position for feeding_

--,

_ _
_

5. Identifies potential problems and appropriate
actions

C. Identifies Supplies:
1. 60 cc catheter-tip feeding syringe

i

1

2. Adapter with tubing and clamp
3. Prescribed diet at room temperature - -4. Tap water

D. Procedure:

o I

1. Washes hands thoroughly
,.

2. Gathers equipment
,

-
-

3. Positions child .-

4. Attaches the adapter to feeding syringe
_ -

5. Opens safety plug and attaches the adapter with
feeding syringe to the button

6. Pours feeding into syringe until about one-half
full

7. Elevates the feeding above the level of the
stomach. Opens clamp. Allows feeding to go
in slowly, 20-30 minutes. The higher the
syringe is held, the faster the feeding will flow.
Lowers syringe if the feeding is going too fast.

8. Refills the syringe before it empties to prevent
air from entering stomach

9. Makes feeding like mealtime: young children
may suck on a pacifier

10. Flushes the button with cc's of water
,- 1

when feeding is complete
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Child's Name:

Gastrostomy Button
Bolus Feeding

Skills Checklist

DemoDate

Date
: , ., 0.-,., . 4 ,

Date
A.4

Date Date Date Date
l' . After flushing, lowers the syringe below the

stomach level to facilitate burping
12. Removes the adapter with feeding syringe and

snqx safetypluir, in place

.

13. Keeps the child in a feeding position for at
least 30 minutes after completing feeding

.

14. Washes syringe and tubing with soap and warm
water and puts in home container

15 Documents feeding and observations in log
1 6 . R an blems to arents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
C:hrenie Mims Prop=
Ventilator Assisted Cant Prop=
Children's Hospital. New Orleans, LA (Rvd. 6/19)
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Gastrostomy Feeding Button
Slow Drip/Continuous Method

Child's Name: Skills Checklist

Person Trained:

Position: Instructor:

Demo
Date Date

heft n Demonstration
Date DateDate Date Date

A. States name anjagtwom jnxedureof .

B. Preparation:
1. Completes at time(s)
2. cc's (amount)

Formula/feeding solution
3. Feeding to be completed in minutes
4. Position for feedinit
5. Identifies where procedure is done and child's

activity level
6. Identifies potential problems and appropriate

actions.

C. Identifies Supplies:
1. GT button (size).
2. Adaptor with tubing and clamp
3. Feeding solution in container (bag)-at room

temperature
4. 60 cc catheter-tipped syringe
5 . Pump (if used)
6. Tap water
7. Pole to hold feeding container

D. Proc:edure:
. Washes hands

A

2. Assembles equipment
3. Positions child
4. Explains the procedure to child
5. Attaches adaptor to tubing
6. Pours feeding/fluids into feeding container, runs

feeding through tubing to the tip and clamps
tubing

7. Hangs container on pole at height required to
deliver prescribed flow. If pump is used, places
tubing into pump and sets flow rate

8. Opens safety plug and inserts tubing into the
button
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Child's Name:

Gastrostomy Feeding Button
Slow Drip/Continuous Method

Skills Checklist

Demo
Date Date

R eg, m Demonstration
DateDate Date Date Date

9. Opens clamp on tubing and adjusts flow to
prescribed rate, (If pump is used, opens clamp
completely)

I

10. For a continuous feeding with a pump, adds
more fluid to baji when empty

.

11. Checks rate and flow periodically and adjusts if
needed

12. When single feeding is completed (bag
empty), clamps feeding bag tubing and removes

-

13. Makes feeding like meal time: Young children
may suck on a pacifier

.

14. Attaches catheter-tipped syringe and flushes
adaptor tubing and button with cc's water

- - -

15. After flushing, lowers syringe below stomach
- level to facilitate burping

16. Removes adaptor and tubing from button and
. snaps safety plug in place

_ , _

17. Keeps child in feeding position for at least 30
minutes after completing, feeding

_ -

18. Cleans and stores feeding container and tubing
19. Washes hands

I -0 .

20. Documents feeding and observations in log

I
21. Reports any problems to parents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
Chronic Illness Program
Ventilator Assisted Care Program
Children Hospital. New Orleans. LA

!
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Child's Name:

Person Trained:

Position:

PROJECT SCHOOL CARE-GUIDELINES FOR CARE

Nasogastric Tube Feeding
Bolus Method
Skills Checklist

Instructor.

Demo
Date Date

ISILLILDS1:10/1Mign
Date Date Date Date DateA

A. States name and purpose of procedure.

I

B. Prepanition:
1. Completes at time(s)

\-,

2. cc's (amount)
Formula/feeding solution

3. Feeding to be completed in minutes
...

4. Position for feeding
5. Identifies where procedure is done and child's

activity level

_
6. Identifies potential problems and appropriate

actions

..

C. Identifies Supplies:
1. NG tube (size)

(type)

4 4 V

2. Stethoscope
3. Feeding solution at room temperature

. .

_
4. 60 cc catheter-tipped syringe
5. Tap water
6. Cap and clamp for tubing

D. Procedure:
1. Washes hands

1.

2. Assembles equipment
.._

3. Positions child
4. Explains the procedure to child
5. Checks for proper NG placement: (Steps 5-10

need to beprescribed for each child)

r--

a. Connects syringe to NG tubing after
removing cap/plug
b. Places stethoscope over mid-left abdomen
and gently pushes in 5-10cc of au with syringe
c. Listens with stethoscope and identifies
sounds heard with Eorplacement

6. Aspirates stomach contents by pulling plunger
back41111. ,. A _
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Child's Name:

Nasogastric Tube Feeding
Bolus Method

Skills Checklist

Demo
Date Date

Itaza.Etcounnuaign
Date Date Date Date Date

7. Measures stomach contents and returns to
stomach

8. If volume is over cc's, subtract from
_

feeding

9. If volume is more than cc's, hold feeding
10. Clamps/pinches NG tubing
11. Attaches syringe without plunger to NO tube
12. Pour., 30-40 cc's feeding into syringe

,

13. Opens clamp on NG tubing, allows feeding to
run in slowly. (The higher the syringe is held,
the faster the feeding_ will flow)

14. Adds more formula when liquid is at 5cc mark.
Continues to add until feeding is completed
over prescribed time. (Lowers syringe if flow
is too fast)

,

15. Makes feeding like meal time: young children
may suck on a pacifier

_ - - -

16. Flushes NG tube with cc's water
17. Pinches or clamps NG tubing. Disconnects

syringe
18. Clamps and/or caps NG tube
19. Makes sure NG tube is secured
20. Keeps the child in feeding position for at least

. 30 minutes after completing feeding
21. Cleans and stores syringe
22. Documents feeding and observations in log

.- 23. Reports any problems to parents

Checklist content approved by:

ParLit/Guardian Signature

Format adapted with permission from:
Chronic Meets Program
Ventilator Assisted Care Program
Childissis Hospital. New °dean,
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Nasogastric Tube Feeding
Slow Drip/Continuous Method

Child's Name: Skills Checklist

Person Trained.,

Position; Instructor

P. Alt L

Demo
Date Date

Return
Date

Der
Date Date Date Date«

A. S l a t e. ; klanIC attd Ltj 1,, of e -et

NEIMUMMI

B. Preparation:
1. Completes at time(s)
2. cc's (amount)

Formula/feeding at room temperature
3. Feeding to be completed in minutes
4. Position for feeding
5 . Identifies where procedure is done and child's

activity level
6. Identifies potential problems and appropriate

actions
I

C. Identifies Supplies:
1. NO tube (size)

A

(type)
2. Stethoscope
3. Feeding solution in container (bag)
4. 60 cc catheter-tipped syringe
5 . Pump cif used)
6. Tap water
7. Pole to hold feeding container

4.

D. Procedure:
1. Washes hands
2. Assembles equipment r 4

3. Positinns child
4. Explains the procedure to child
5. Checks for proper NG placement: (Steps 5-10

need to be prescribed for each child)
a. Connects syringe to NCB tubing
b. Places stethoscope over mid-left abdomen
and gently pushes in 5-10cc of air with syringe
c. Listens with stethoscope and identifies
sounds heard with proper placement

6. Aspirates stomach contents by pulling plunger
back A

S
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Child's Name:

Nasogastric Tube Feeding
Slow Drip/Continuous Method

Skills Checklist

Demo
Date Date

:-.., 6...,,,
Date

.,
Date DateDate Date

7. Mra.sures volume of contents and returns to
no:Mach

1111111111111. MN
8. If volume is over cc's, subtract from MENEM

IIIIII
feedin

9. If vo:, ne is more than cc's, hold
feeding

10. Clam. . ches NG tubin
11. Pours feeding into container, running fluid

throw h tubin to ti and clam tubin
12. Hangs container on pole at height required to

deliver prescribed flow rate. (If a pump is used,
places tubing into pump mechanism and sets to
prescribed rate)

13. Inserts tip of feeding container tubing into NG
tube and tapes securely. Unclamps NG tube

14. Opens clamp on tubing and adjusts flow to
prescribed rate

15. For a continuous feeding with a pump, add
more fluid to ba when em

16. Checks rate and flow periodically and adjusts if
needed

17. When single feeding is completed (bag
empty). clamps feeding bag tubing and pinches
or clamps NG tubing. Disconnects feeding
container tubing

18. Makes feeding like mealtime: Young children
may suck on a pacifier

19. Flushes NG tube with cc's water
20. Clamps and/or caps NG tube I21. Makes sure NG tube is secured
22. Keeps child in feeding position for at least 30

minutes after completing feeding
Mill=23. Cleans and stores feedin container and Lubin:

24. Washes hands
25. Documents feeding and observations in log MI II26. R rts an oblems to arents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
Chronic Illness Program
Ventilator Assisted Care Program
Children's Hospital. New Orleans. LA
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Child's Name:

Person Trained:

Position;

P12( lECT S('1( x )1. (AREG1 11)ELINEs Ft CARE

CVL Dressing Change
Skills Checklist

Instructor.

Demo
Date Date

: ,

Date
,, 11_4.,

Date
.,, .

Date
6

Date Date

A. States name and purpose of procedure.

B. Preparation:
1. Reviews Universal Precautions
2. Identifies catheter ilacement exit site etc.
3. Identifies CVL catheter type and parts
4. Identifies where procedure is done (respects

privacy) IIIII
5. Identifies potential problems and appropriate

actions

C. Identifies Supplies:
1. Dressing kit:

Alcohol swabs
Povidone iodine swabs
Povidone ointment
Sterile gauze

2. Mask
3. Sterile gloves
4. Tran . ent dressin.

IIMINI111111111111'5. Spare clamp IIIII
IMI111111111.11 Ell6. Catheter ca.

D. Procedure:
1. Washes hands III II 1111
k . Assembles .ui. ent
3. Explains procedure to child
4. Puts on mask II IIIII III5. Positions child for ocedure
6. Arranges equipment _MI- MN
7. Removes wet or soiled dressing
8. In is exit site
9. Puts on sterile gloves

1111111

10. Cleanses skin with alcohol swabs 3 times and
allows solution to dry 30 seconds

11. Cleanses skin with povidone swabs 3 times an.
allows povidone to dry about 30 seconds

12. Dries skin with sterile ._ auze

13. A u . lies vidone ointment to site 11.11111111111
14. Places sterile gauze over ointment
15. Covers auze with trans arent dressin III IIIIIIIIIII
16. Secures catheter with tape

1. 5
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Child's Name:
CVL Dressing Change

Skills Checklist

Demo
Date Date

ikallilk81118111afign
Date

,
Date

1

Date Date Date
17. Disposes of /loves and supplies appropriately

, 4

18. Washes hands
- .

19. Documents procedure and problems
20. Report any problems to parents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with paanission front:
Chronic hineas Program
Ventilator Aniatad Care Pm's=
°theism's Hospital. Now Odessa, LA
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Child's Name:

Person Trained:

Position:

PROJECT SOREL CAREGUIDELINES FOR CARE

Heparin Lock Flush
Skills Checklist

InStnICtOr:

Demo
Date Date

grallaULDIIMASIIMi211
Date Date Date Date Date

A. States name and1:4111.4e of_procedure,

B. Preparation:
1. Completes at time 1
2. Reviews Universal Precautions
3. Identifies where procedure is done
4. Identifies potential problems and appropriate

actions

C. Identifies Supplies:
1. Heparinized saline of prescribed concentration
2. 3 ml syringe with a 21-23 gauge needle
3. 2 alcohol swabs
4. Adhesive tape
5. IV catheter and male adaptor

D. Procedure
1. Washes hands
2. Assembles equipment
3. Explains procedure to child
4. Cleanses top of heparinized saline container

with alcohol
5. Draws prescribed dose of heparinized saline

into syringe
6. Cleanses male adaptor hub with alcohol swab
7. Slowly injects dose of heparinized saline into

hub
S. Removes syringe/needle without dislodging IV

catheter imilliI.9. Disposes of syringe and needle in appropriate
container

10. If problems with injection, inspects IV site and
removes IV catheter if infiltrated

11. Reinforces dressing, if needed
12. Washes hands
13. Documents procedure and problems
14. Reports any problems to parents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with pc:embalm from:
Chronic Illness Program
Ventilator Assisted Care Program
Children's Hospital. New Orleans, LA
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Male Catheterization
Child's Name: Skills Checklist

Person Trained., Elir
Position; Instructor,

Demo
Date

is
Date

: 11

Date
II OA

Date
I , I

Date Date Date

A. States name and purpose ofprocediue.

s

B. Preparation:
1. Completes et tirne(s) (In emergency

complfe earlier than later)
2. Complet.:, 4/here (Consider

privacy and access to bathroom)
3. Position for catheterization:,..---
4. Identifies body parts:

a. Scrotum

b. Foreskin
c. Meatus
d. Glans

. Identifies potential problems and appropriate
actions

C. Identifies Supplies:
1. Type of Catheter
2. Lubricant

-
3 . Uri..,: receiving pan
4. Cleaning material

D. Procedure:
1. Washes hands
2. Gathers equipment
3. Positions child for catheterization
4. Arranges equipment for procedure
5. Puts on clean gloves
6. Lubricates catheter and places on clean surface
7. Cleans:

a. Prepares cleaning materials
b. Retracts foreskin (if needed)
c. Holds penis at right angle from the body
d. Pulls penis straight
e. Cleans meatus and glans
f. Uses swab only once
: Wi. a a minimum of 3 times
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Child's Name:
Male Catheterization

Skills Checklist

Demo
Date Date

lista.m.Dczuoaamation
Date Date Date Date Date

8. Grasps catheter about 4 inches from tip
_

9. Inserts well lubricated catheter into penis with
consistent pressure (if muscle spasm occurs,
stop momentarily and then again use slow even
pressure). NEVER FORCE A CATHETER

10. When urine begins to flow, inserts 1/2 inch
more

11. Allows urine to flow by gravity into the
shallowest or toilet

12. Chili-lingiria
If ordered gently presses bladder to help empty

13. Removes catheter slowly when urine stops
flowing

14. Sto and waits unol alluvin
15. Dries and dresses
16. Washes equipment and puts used catheter in

home container
17. Documents procedure in observation log

_.

18. Reports any problems to parents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
Chronic Meats Program
Ventilator Assisted Care Program
Children's Hospital, New Orleans, LA
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Child's Name:

Person Trained:

Position; Instructor;

PROJECT SCHOOL CA RE -GI 7IDELINES FOR CARE

Female Catheterization
Skills Checklist

Demo
Date Date

:, .1 ft ',Mil

Date
* I '
Date Date DateDate

A. States name and purpose of procedure.

B. Preparation:
1. Completes at times) (In

emergency complete earlier rather than later)
2. Completes where (Consider

privacy and access to bathrotera)
3. Position for catheterization:

NM INEIMMEIMI .1.14. Identifies body parts:
a. Labia Majors
b. Labia Minors MI III III
c. Meatus
d. Position of Urethra

5. Identifies potential problems and appropriate
actions

C. Identifies Supplies:
1. T r of Catheter II
2. Lubricant
3. Urine receiving pan
4. Cleaning material il IIIIIIIIII

D. Procedure:
1. Washes hands III
2. Gathers equipment
3. Positions child for catheterization III IIIIII
4. Arranges equipment for procedure
5. Puts on clean gloves
6. Lubricates catheter and laces on clean surface

MEM
111111111=7. Cleans:

a. Pr as cleanin materials
b. Opens labia minors majors&
c. Cleans from front of folds to back of
meatus
d. Uses swab only once
e. Wi s a minimum of 3 times Mill

11111 MIMENM. Gras. catheter about 3 inches from ti
9. Inserts into urethra until urine begins to flow
10. Advances 1/2 inch more
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Child's Name:
Female Catheterization

Skills Checklist

Demo
Date Date

argLULD1111211gLaWn
Date Date Date Date Date

11. Allows urine to flow by gravity into shallow
pan or toilet

i

12. Child - Specific;
If ordered, gently presses on bladder to help

O empty

13. Removes catheter slowly when urine stops
flowing

14. Stops and waits until all urine has drained if
urine beginsto flow gain during removal

15. Dries and drew* child
16. Washes equipment and puts used catheter in

home container
17. Documents procedures and observations in log
18 Reports im oblems.....=z.zto2Fel_i.a........___._

Checklist content approved by:

Parent/Guardian Signature

Format adapted with pa: minion from:

1 f

Chronic DMus Program
Ventilator Assisted Cue Program
Otiltiren's Hospiutl, New Orleans, LA
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PROJECT SCHOOL CAREGUIDELINES FOR CARE

Colostomy Care
Child's Name: Skills Checklist

Person Trained;

Position. Instructor.

Demo
Date Date

Return Demonstr
Date DateDate Date Date

A. States name and purpose of procedure.

B. Preparation:
1. Reviews Universal Precautions
2. Completes at time(s)
3. Identifies where procedure is done (consider

privacy and access to bathroom)
4. Position for (Mom/ care:
5. Identifies possible problems and appropriate

actions

C. Identifies Supplies:
1. So . and water
2. Soft cloth or gauze
3. Skin preparation
4. Adhesive
5. Clean Nat
6. Belt, if needed
7. Scissors and measuring guide
8. Clean gloves

. Adhesive ta. if needed

D. Procedure:
1. Washes hands
2. Assembles equipment
3. Explains procedure to child and encourages

. at iii4ation

I

.
4. Puts on gloves

.4

S. Empties contents of bag before removal, if
ordered

6. Removes used bag
7. Washes the stoma area
8. Inspects skin for redness/irritation
9. Dries stoma and skin
10. Places skin barrrier around stoma
11. Applies adhesive to bag or removes backing

from adhesive



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Child's Name:
Colostomy Care

Skills Checklist

Demo
Date Date

Balza
Date

12cmannutima
Date Date Date

Ar

Date

12. Centers new bag over stoma
13. Presses bag firmly against skin barrier to

prevent leaks
14. Disposes of used bag in appropriate receptacle
15. Removes loves and washes hands
16. Documents procedure and problems
17. Reports any problems to parents

,

Checklist content approved by:

Parent/Guardian Signature

Format adapted with permission from:
Chronic Illness Program
Ventilator Assistoi Care Program
Children's Hospital, New Orleans, IA
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Child's Name:

Person Trained.,

Position:

PROJEC1' SCI1001. CARE-GI TIDELIN ES FOR CARE

Ileostomy Care
Skills Checklist

Instructor:.

Demo
Date Date

Rensn
Date

Demonstration
Date Date Date Date

A. States name and purpose of procedure.

ik A Al

B. Preparation:
1. Reviews Universal Precautions
2 Co letes at time s
3. Identifies where procedure is done (consider

v and access to bathroom
4. Position for ostomy care:
5. Identifies possible problems and appropriate

actions

C. Identifies Supplies:
1. Soap and water
2. Soft cloth or gauze
3. Skin preparation
4. Adhesive
5. Clean blg
6. Belt, if needed
7. Scissors and measuring guide
8. Clean gloves
9. Adhesive tape, if needed

D. Procedure:
1. Washes hands
2. Assembles equipment
3. Explains procedure to child and encourages

participation
4. Puts on gloves
5. Empties contents of bag into toilet before

removal, if ordered
6. Removes used bag
7. Washes the stoma area
8. Inspects skin for redness/irritation
9. Dries stoma and skin
10. Places skin barrier around stoma
11. Applies adhesive to bag or removes backing

from adhesive
12. Centers new balk over stoma



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Child's Name:
Ileostomy Care

Skills Checklist

Demo
Date Date

Ketlffl Demonstration
DateDate Date Date Date

1 . Presses bag fumly against skin barrier to
prevent leaks

I

14. Disposes of used bag in appropriate receptacle

r3
15. Removes gloves and washes hands

Ilk

16. Documents procedure and observations
I

17. Reports any problems to parents

Checklist content approved by:

Parent/Guardian Signature

Format adapted with pannesion from:
chronic Mean Program
Ventilator Assisted Care Program
Children's Hospital, New Orleans, LA

16(i
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PROJECT sCIUX IL CAREGUIDELINES FOR CARE

Urostomy Care
Child's Name: Skills Checklist

Person Trained;

Position: Instructor;

401OHNOIWIMIttMMIWIIIIMil
Demo

-Date Date
Derponstsitiou

Date Date Date Date Date

A. States name and purpose of procedure.

,

B. Preparation:
1. Reviews Universal Precautions
2. Completes at o'clock
3. Identifies where procedure is done(consider

privacy and access to bathroom)
4. Position for ostomi care:
5. Identifies possible problems and appropriate

actions
a

C. Identifies Supplies:
1. Soap and water

a

2. Soft cloth or auze
....4 .

3. Skin preparation
4. Adhesive

. Clean beg
-,

4
6. Belt, if needed
7. Scissors and measuring guide
8. Clean gloves

,
9. Adhesive tape, if needed
10. Container to clean/store bag
11. Disinfectant solution to clean used bag

D. Procedure:
1. Washes hands

v r

2. Assembles equipment
3. Explains procedure to child and encourages

participation
4. Puts on gloves
5. Empties contents of bag into toilet before

removal
6. Removes used bag
7. Washes the stoma area
8. Inspects skin for rednessfirritation
9. Dries stoma and skin
10. Places skin barrier around stoma



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Child's Name:
Urostomy Care

Skills Checklist

Demo
Date Data

/18101.218:8011attagiatt
Date Date Date Date Date

11. Applies adhesive to bag or removes backing
from adhesive

12. Centers new ba4 over stoma
,

13. Presms bag firmly against skin barrier to
prevent leaks

- - -

14. Attaches bek if used
15. Disposes of used bee in appropriate receptacle
16. Removes loves and washes hands
17. Documents procedure and problems
18. Reports any problems to parents

Checklist content approved by:

Parent/Guardian signature

Fen= adapted with perrnisaien frarn:
Chronic Mims Program
Ventilator Assisted Cue Program
Children's Hospital, New Orleans. LA
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Child's Name:

Person Trained:

Position:

PROJECT SCHOOL CAREGUIDELINES FOR CARE

Oxygen Cylinder
Skills Checklist

Instructor:

Item:
Date Date

Rouyn Deponstratiou
DateDate Date Date Date

A. States name and purpose of procedure.
1

B. States PRECAUTIONS.
r la

C. Identifies Supplies:
1. Omen cylinder with key.
2. Ox en re ulator.
3. Flow meter.
4. Delivery device with oxygen tubing.

..

5. Humidifier, if needed.
r

D. Steps:
k. Prepares tank and regulator.
2. Turns tank on-

i

3. Checks pressure in tank.
4. Estimates amount of time tank will last.
5. Connects delivery device and humidifier (if

needed) to cylinder.
6. Adjusts flow to prescribed IPM.
7. Provides oxygen to child using prescribed

delivery device.

M.,

8. Monitors PSI. flow and time while tank is in
USE.

_ b. .

9. Monitors child for hypoxemia while oxygen is
in use.

10. Turns tank off before turning flow meter off.
when tank is no longer needed or must be
chan ed.

4

11. Stores tank safely. .

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care Program/CIP, Children's Hospital, New Orleans, LA 70118 (1987)



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Child's Name:

Person Trained;

Position;

Oxygen Liquid System
Skills Checklist

Instructor,

Demo
Date Date

,

Date
,, D..-,

Date
,

Date Date Date

A. States name and Lip I ,- of 6 r ,tine.

B. States PRECAUTIONS. ME
C. Identifies Supplies:

1. Lie id ox en a stem. 1 IIII
2. Delivery device with oxygen tubing.
3. Humidifier, if needed.

1

D. Steps:
1. Prepares unit. =I

111111
1111111
.111111111111111111=1

11111111

2. Checks level of fluid.
3. Connects delivery device and humidifier to

liquid system.
4. Adjusts flow to prescribed LPM.
5. Provides oxygen to child using prescribed

delivery device.
6. Monitors flow while in use.
7. Monitors child for hypoxemia while oxygen is

in use. 1111
8. Monitors level of the liquid daily.

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care PrograrnICIP, Children's Hospital, New Orleans, LA 70118 (1987)



Child's Name:

Person Trained:

Position:

PR(ECT 'Ik KM. CAREOUIDELINES FOR CARE

Oxygen Concentrator
Skills Checklist

Instructor.

Demo
Date Date

italiZLDSMallaglign
Date Date Date Date Date

A. States name mid purpose of nn educe.

B. States PRECAUTIONS.

IX

C. Identifies Supplies:
1. Oxygen concentrator.

1 .

2. Flow meter.
3. Delivery device with oxygen tubing.
4. Humidifier, if needed

_

D. Steps:
1. Checks filter.

a I 4 i

2. Turns concentrator on.
_.

_ 3. Tests power failure alarms.
- _ .

4. Connects delivery device to concentrator with
_ oxygen tubing.

5. Adjusts flow to prescribed LPM.
Am- A aw

6. Provides oxygen to child using prescribed
delivery device.

7. Monitors flow while in use.
8. Monitors child for hypoxemia while oxygen in

use.

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care ProgramICIP, Children's Hospital, New Orleans, LA 70118 (1987)

I 7.-
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PROJECT SCHOOL CAREGUIDELINES FoR CARE

Go Bag Supplies
Child's Name: Skills Checklist

Person Trained;

Position; Instructor,

Demo Ar

Date
Fatualtsmangatian

Date Date DateatDate
A. States name and purpose of procedure.

,Ariarim

B.. Identifies use of each essential supply:
1. Resuscitator Bag.

1

2. Extra track with ties and obturator.
3 . S e 3cc .

_

4. Saline vials.
5. Suctio.. catheters.
6. DeLee suction catheter.
7. Bulb syringe.

- -
S. Portable suction machine.

As A /

9. Blunt scissors.
10. Tissues.
11. Water soluble lubricant N saline

_,

12. Passive condensor.
13. Emergency phone numbers.

.
...

14. Go Bag list.
15. Other.

. .

...:. Demonstrates plan for checking emergency
lies

0

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care ProgramIC1P, Children's Hospital, New Orleans, LA 70118 (1987)
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Child's Name:

Person Trained:

Position:

PROJECT SC110(11, CAREGUIDELINES FOR CARE

Tracheostomy Care
Skills Checklist

Instructor;

AM111111=11111111111111111V
Demo
Date Date

gown Demonstration
DateDate Date Date Date

A. StateS nano anti !_f . of * .- 4 ure.. im
B. Identifies Supplies:

1. Trach tie or trach tube holder
2. Hydrogen Peroxide
3. Cotton tipped applicators
4. Tracheal gauze or sponges

. 3 clean containers

C. Steps:
1. Assembles supplies
2. Washes hands thorou hl
3. Positions child
4. Removes old trach gauze or sponges from the

trach
5. Cleans stoma with hydrogen peroxide an

cotton swabs
6. If trach with inner cannula, removes inner

cannula. Inserts sterile inna cannula and locks
in place

7. Replaces old trach ties or holder with a new
one
a. Holds flange, cuts old ties and removes

ties or holder
b. Replaces used ties or holder with clean
c. Ties ends securely with double knot or

secures holder
8. Cleans removed inner cannula:

a. Soaks inner cannula in peroxide and cleans
with a small brush, pipe cleaners or cotton
swabs

b. Rinses with tap water, soaks in 70%
denatured, clear alcohol for 20 minutes

c. Rinses with sterile water, shakes dry and
stores

Checklist content approved by:

Parent/Guardian Signature

Adapted with permission item:

Date

Ventilator Assisted Care Program
Chronic Illness Program
Children's Hospital, New Orleans, LA 70118

173

PR( hi Err so fl H1LCAREGl 'IDELINES P()1? CARE



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Child's Name:

Person Trained;

Position: Instructor,

Suctioning
Sterile Technique

Skills Checklist

Demo
Date Date

Return Deponstration
DateDate Date Date Date

A. States name anti t,__I - of . ure.

ll I

B. Identifies Supplies:
1. Suction machine with tubing.
2. Sterile catheter kit
3. Saline.
4. Cup of tap water.
5. Resuscitator bag

C. Steps:
1. Assemblet.2ps lies.
2. Washes hands.
3. Turns on suction machine and checks for

function.
4. Opens package and removes kit.
5. Opens kit without touching inside.
6. Removes glove by holding inside of cuff and

pulling glove over other hand.
7. Picks up catheter bag and removes catheter

using gloved hand.
8. Attaches top of catheter to suction tubing.
9. Uses resuscitator bag with dirty hand to give 3-

5 breaths.
10. Inserts catheter into trach tube without suction.
11. Advances catheter to end of trach tube or until

child cou hs.
12. Applies suction by putting thumb on suction

catheter adapter .

13. Twirls catheter between fingers as it is pulled
out of trach tube, staying in no more than 10
seconds.

14. Gives 3-5 breaths with resuscitator bag after
catheter has been removed from trach tube.

15. Repeats suctioning in shove order (10-14) until
secretions are removed.

16. Places drops of saline or prescribed solution in
trach tube (if secretions are thick), follows with
ex' breaths then suctions.

17. Suctions nose and mouth with same catheter the
same way.

18. Completes suctioning, disconnects catheter
from suction tubing, wraps catheter around
gloved hand and pulls glove off inside out.

19. Rinses suctioning tubing with tap water.

Checklist content approved by:

Parent/Guardian Signature Date

ntilator Assisted Care Program/CIP, Children's Hospital, New Orleans, LA 70118 (1987)
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Child's Name:

Person Trained:

Position: Instructor,

PROJECT SCHOOL CAREGUIDELINES FOR CARE

Suctioning
DeLee Technique

Skills Checklist

Demo Return Demonstrafiog
Date Date Date

t Date Date Date Date

A. States name and ourvose of vrocedure. . 4

B. Identifies Supplies: s
1. DeLee Catheter.

2. Saline.
p- -

3. Resuscitator Bat

C. Steps:
1. Assembles supplies.
2. Washes hands.
3. Gives 3-5 breaths with resuscitator bag.
4. Inserts catheter into trach without suction.

,
5. Advances catheter into the end of trach tube or

until child coughs.
6. Applies suction by placing mouth on adapter

and sucking in breath._ .
7. Twirls catheter between fingers as it is pulled

-
out of trach tube, staying in no more than 10
sec.

8. Gives 3-5 breaths with resuscitator bag after
suction catheter has been removed from trach
tube. ,.....r

9. Repeats suctioning in above order (Steps 4-8)
until secretions have been removed.

10. Cleans DeLee Catheter./

Checklist content approved by:

Parent/Guardian Signature raw

Ventilator Assisted Care ProgramCIP, Children's Hospital, New Orleans, LA 70118 (1987)
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PROJECT SCHOOL CAREGUIDELINES FOR CA RE

Child's Name:

Person Trained:

Position:

Suctioning
Bulb Technique

Skills Checklist

Instructor;

Demo
Date Date

IleranillmosIzzism
Date Date Date. Date Date

A. State* Harm and t_i 1 4 of i I - re.

t A

B. Identifies Supplies:
1. Trueheestumy tube one size smaller.
2. Emergency phone number list.

1 --,
-

,

C. Steps:
1. Assembles supplies. iv

,

2. Squeezes bulb syringe for TRACH, places tip in
trach tube and releases.

, Iv v

3. Removes bulb syringe from trash tube.
4. Squeezes and releases bulb into tissue,

expelling secretions.
5. Repeats steps 2.4 Midi secretions ere removed.

._

6. Squeezes bulb syringe for MOUTH/NOSE,
places tip in mouth/nose and releases.

_ _

7. Removes bulb syringe from mouth/nose
8. Squeezes and releases bulb into tissue.

expelling secretions.
9. Repeats steps 6-8 until secretions are removed.

..,-

10. Cleans bulb syringes.

Checklist content approved by:

Parent/Guardian Signature

Ventilator Assisted Care Program/CIP, Children's Hospital, New Orleans, LA 70118 (1987)



Child's Name:

Person Trained:

Position:

PROJECT SCHoOL CAREGUIDELINES FOR CARE

Suctioning
Nasal and Oral Technique

Skills Checklist

Instructor

Den*
Date Date

itin.nUttausaausian
Date Date Date Date Date

A. States name and purpose of procedure.

1 vimemaarei

I

B. Identifies Supplies:
1. Suction machine with tubing.

I

2. Catheter.
3. Cup of tap water.

1 ,
11- I

C. Steps:
1. Assembles supplies.

A

2. Washes hands.
3. Turns suction machine on and checks function.
4. Removes catheter from storage bag being

careful not to touch the last 5 inches of
catheter.

_ 5. Attaches catheter to suction rabbit.
6. Inserts catheter into nose and advances until

child coughs without suction.
7. Applies suction when child coughs and

withdraws catheter while twirlin catheter.
8. Puts a few drops of normal saline into nose to

thin out secretions (if they are thick).
9. Repeats suctioning in this order (6-8) until

nose is clear.
10. Suctions mouth by advancing catheter into

mouth without suction.
11. Applies suction and withdraws catheter while

twirling.
12. Repeats suctioning in above order (10-11) until

mouth is clear.
13. Disposes of or cleans catheter.

A:r
14. Rinses ni.. 11LLin with

Checklist content approved by:

Parent/Guanlian Signature Date

Ventilator Assisted Care PrograrnIC1P, Children's Hospital, 114..v Orleans, LA 70118 (1987)



PROJECT SCII($ )1, cAREGUIDELINES 104 Hi CARE

Child's Name:

Person Trained:

Position:

Respiratory Emergencies
Accidental Removal of the

Tracheostomy Tube
Skills Checklist

Instructor:

Demo
Date Date

Itetun Demonstration
Date Date DateDate Date

A. States name and purpose of procedure.

1

B. Identifies Supplies:
1. Emergency phone number list.
2. Spare tracheostomy tube with ties or holder

attached and obturator. .

3. Lubricant - ly or saline.
4. Blunt scissors.

. Suction s !plies.

C. Steps:
1. Describes reco ition of oblems:

a. Respiratory distress.
b. Finding trach tube out of trachea.
c. Apnea monitor alarm.
d. High pressure alarm (ventilator).
e. Low pressure alarm (ventilator).

2. Preparation and prevention:
a. Has spare tube with child always.
b. Posts emergency numbers.
c. Answers alarms promptly.
d. Keeps trach tube midline and straight.
e. Knows CPR.

3. Action.
a. Removes old tube & replaces with spare

tube (see Trach changes).
b. Assesses child.
c. Calls for emergency help, if needed.

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care ProgramICIP, Children's Hospital, New Orleans, LA 70118 (1987)
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PRoJECT SCIP R ., CARE-GI IDELINES FOR CARE

Respiratory Emergencies
DiMculty with Trach Tube Insertion

Child's Name: Skills Checklist

Person Trained;

Position; Instructor:

Demo
Date Date

Iligga-Damnamaisn
Date Date Data Date Date

A. States name and purpose of rrocedure.

B. Identifies Supplies:
1. Tracheotomy tube one size smaller.
2. Emergency phone number list.

C. Steps:
1. Describes recognition of problems:

a. Tube does not fit easily in stoma.
b. Stoma closing;

2. Preparation and prevention
a. Is thoroughly trained.
b. Positions child properly.
c. Has spars tube one size smaller than

child's presentresent size.
d. Posts emergency numbers.
e. Knows CPR.

3. Action:
a. Acts calmly and reassures child.
b. Checks for_proper positioning.
c. Spreads the stoma.
d. Waits to exhalation.
e. Uses smaller size tube.
f. Calls for emergency help if needed.

Checklist content approved by:

Parent/Guardian Signature Dale

Ventilator Assisted Care Program/CIP. Children's Hospital, New Orleans, LA 70118 11987)



PROJECT SCHOOL CAREGUIDELINES FOR CARE

Respiratory Emergencies
Blocked Tracheostomy Tube

Child's Name: Skills Checklist

Person Trained:

Position: Instructor

Demo
Dam Date

:. l

Date
el Pelle

Date
* t ,

Date Date Date

A. States name and purpose of procedure.

B. Identifies Supplies:
1. Spare tracheostomy tube with ties or holder

attached and obuwatcr.
2. Water soluble lubricant or saline.
3. Blunt scissors.

. Suction supplies.

C. Steps:
1. Describes recognition of problems:

a. Respiratory distress.
b. Air will not go into lungs with a

resouscitator bag.
c. Suction catheter will not pass through

trach tube.
d. Apnea monitor alarm.
e. High Pressure alarm (ventilator).

2. Preparation and prevention
a. Has spare tube with child alwa s.
b. Has emergency um:plies with child always.
c. Posts emergency numbers.
d. Keeps trach humidified properly.
e. Keeps up routine inch changes.
f. Always answers alarms properly.
g. Knows CPR.

3. Action:
a. Asks child to cough.
b. Puts several drops of saline in track gives

breaths, suctions.
c. Changes tech if pediatric tube.
d. Replaces inner cannula with spare, if adult

trach tube.
e. Changes entire tube if breathing difficulty

continues after inner cannula is replaced.
f. Calls for emergency help if needed.

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care PrograrnICIP, Children's Hospita:, New Orleans, LA 70118 (1987)
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PROJECT SCHOOL CARE-GUIDELINES FOR CARE

Respiratory Emergencies
Aspiration

Child's Name: Skills Checklist

Person Trained:

Position: Instructor,

DIM°
Date Date

: 1, I I 11,_. , ,

Date

4 .

Date DateDate Date

A. States name and purpose of procedure.

B. Identifies Supplies:
1. Suction supplies.
2. Emer. one number list.

C. Steps:
1. Describes recognition of problems:

a. Seeing child "breathe in" food, liquid or
vomitus.

b. Seeing signs of aspiration - coughing,
choking, turning blue. _-

2. Preparation and prevention
a. Keeps suction catheters and saline with

child always.
b. Uses caution when feeding. .
c. Turns child's head to side and is sure witch

tube opening is covered if vomiting
occurs.

d. Posts emer cm numbers. ME=
e. Knows CPR.

3. Action:
a. Suctions immediately
b. Puts several drops of sterile saline in tube;

suctions again.

111c. Gives several breaths with resuscitator bag
after using several drops of sterile saline.

d. Re .ats suctionin .

e. Notifies physician. OMEN
f. Calls for emer enc hel if need cu.

Checklist content approved by:

Parent/Guardian Signature Date

Ventilator Assisted Care PrograrnIC1P, Children's Hospital, New Orleans, LA 70118 (1987)



PROJECT SCHOOL CARE-GUIDELINES FOR CARE

SkillsSummary of Training

Date Instructor Person Trained

Strengths of Trainee: 1Ida
Weaknesses of Mime;

Recommendations for follow-up and further training;

Recheck Recommended

************************************************************************

Date Instructor Person Trained

Strengths of Trainee:

Weaknesses of Trainee;

Recommendations for follow-up and further training;

Recheck Recommended:

************************************************************************

Date Instructor

Strengths of Trainee:

Weaknesses of Trainee:

Recommendations for follow-up and further training:

Person Trained

Recheck Recommended:

Ventilator Assisted Care Prograrn/C1P
Children's Hospital, New Orleans, LA 70118
1987
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